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“AGREEMENT by APPLICANT {sive &n wt)

1) By affixing my signature or thumb impression an this Form, | (Appllcant) heeeby agree & suthorise Koshika Foundation and ir's Trusiees 1o
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By affixing hereunder, signature of our Auth Signatory for recommending this cassfpatient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following!

1) thal we neithar are presently nor will in future evail of financial assistance from ancther NGO or any ofher source, for the same patienticase. ns we sie
requetling lo ol from Koshika Foundation, lo the extent thal such sssistance & granled by Koshika Foundation IF the requested assistance i not granted
by Koshia Foundafion, in part or in full, then the Hospital reserves it's right 1o make up the shortfall from anothar NGO or any ofhet source. This
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assums sole & complels responsibility of the treatmant & Vs culcome & safety of the patient, and Koshika Foundation will have no rode or responsibility
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