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1) | hereby confirm that sl detalls In this Form are True to the best of my knowlodge. Any lalse stalement wall render my Application & ongoing assistance, if any.
ligble for rejectioncance latian.
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1)mmmaﬁmwaﬁéiﬁmmﬂ(m}aﬁrmaﬁﬂghmtq#‘ﬁﬁmmﬂmahuﬁmﬁﬂ'ﬁuﬁrmm{ﬁﬁﬂm,
o, i s S ve v ¥ O €, 2 CwfE v =, W, T ot i R aE il o Tt & fer fos @ e o
ﬁwﬁamﬁﬁhmﬁiﬁri!ﬂimmﬁmwﬂm%wﬂmmﬁmﬁ#h“ﬁﬁmmﬁm'wwmh

1) # {seE) T e o du m, o, W sk faw St fe oo % i & i § g e w0 o W T W g o

“ " T TRE i A iy s m S A s

APPLICANT'S SIGHATURE OR LEFT THUMB IMPRESSION :
AT ¥ FERA M S P

AGHREEMENT by HOSPITAL (¥5mma EA BT}

By affining heveunder, signature of our Authorised Signatery for recommending this casedpatient for Anencizl assistance from Koshika Foundation, we
(Hospital) harsby affirm & accept lollowing:

1) that we neither are presantly nor will in future avail of financial asskstance from another NGO or any other source, for the same patlert/case, as we arc
requasiing to get from Koshika Foundation, lo the sxtent thal such assislance is granted by Keanika Foundation, If the requested assistence is not granted
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7) The assistance from Koshika Foundation ts only financial in nature, The choice of Ihe teatmentiprocedure pdvisadiconducied by The Hospilal on 1he
patignt, s based on the arangement between the patient & the Hospital, and is in no way influenced by Keshika Foundation, Hence, the Haspital will
pssume sole & complels responsibility of the treatmant & I's outcome A safety of the patient, and Koshiks Foundation wil have na role or responsibulity
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