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1} By affling my eignaliite or thumb |mnression on this Form, | |Appiicani) hereby agres & dlihense Koshiks Foundation and 1f's Trustees 1o
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1) T W N T W S W v, ¥ (s s wee w1 e W W Cwien wEtvs o T = © ) s v e S,
W, WiE S e aE § uim T s vEn e e, e gt asken 8wl il st sveierd @ B fedt ot wor g

B v w1 = o wfimm £ 9 v o e W T § T w9 5 ¥ i Wil endaa” 5 e s

1) 4 (i) R o & e oA, v S e S e Tt @ wiide § ag v T eEn T am w ae

“wifEE Y WEA e e = T die Al e g

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
WATE T TR W] S 6

AGREEMENT by HOSPITAL (remm gm S}

By affizing heraunder, signatire of our Authensed Signatery lor iecommending This case/patient for inanoial asststance from Koshika Foundation, we
{Hosplisl) hareby afirm & accept faliowing:

] §feat e peifies are presently mor will in future svail of financial assistance frem another NGO or any ofher source, for the seme patlent/case, as we ane
requesling to got from Koshike Foundation, 1o the exlent thel such assisianes i grapicd by Kesluka Feundation. If the requestad assistancs is not granted
by Koshika Foundstion, i partar in full, then the Hosplial resares t's ight to maks un the-shorfall from another NGO ar any other source. This
confirmalion essentially siates that the Hespital will not avell eny duplicate assistance for the seme patienticass from any other NGO or any other source
2} The assistance fram Koshike Foundation is only fingncial in nature. The chalce of the treatment/procedure sdvisediconducted by the Hospital on the
pubenl, is based an the amangemen| between the petient & the Haspilal and Isin na way Influenced by Koshikn Foundation, Hance, the Hospltai wil
assume sole & somplele responsibiily of the treatment & Ws vulcome & salely of Ihe patlent, and Koshika Foundation will have no role of responstbility
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