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2,'Mmmw that sssistance, If recesved fom Xoshika Foundetion, wil be used only for the “purpose”, as stated in this Foem, for which sich sssistance
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1) By affoung ry signatune of thumb impression on this Form, | {Applicant) hereby agree 8 authonse Koshia Foundation and it's Trusiees to
useipublistuput-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is equestedigranted, theough any
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for which assistance is being requested.
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AGREEMENT by HOSPITAL (vesom Do wov)

By afixing hereunder, sgnature of cur Authorsed Signatory for recommending this case/patient for financial assistance from Koshika Foundstion, we

(Hospital) heceby affem & accapt following:

1) thal wo neither ase prasently nor will in future avadl of financial assistance from ancther NGO or any other source, for the same patienticase. as we are
10 gat from Koshika Foundation, 10 tho extent that such assistance i graniad by Koshika Foundation. If the requested assistance is not granted

by Koshika Foundation, in part or In full, then the Mospital reserves i's fight 1o make up the shortiall from another NGO or any other source Ths
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2) The assistance from Koshika Foundation is only financial in nalure, The chokce of the treatmentprocedure advisediconducted by the Hospital on the

mhmmmmmumcmwmnmwmmwmrm Hence, the Hospital wil

assume sole & complete rosponsibiity of the trealment & it's cutcome & safety of the patient, and Koshiks Foundation will have no roje or responsibilty

in the matter.
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