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1) By affteing my signature or thumb impression on this Form, | (Applicant) hereby soree & sulhorise Koshlks Foundalion and it's Trisiees to
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AGREEMENT by HOSPITAL (Fmra mu o)

By affiming hareender, signature of our Authorised Signatory for recommending Ihis case/patient for nancst nssistance from Koshika Fourdation, we
(Hospital) herety affirm & acoapt lollowing:

1) thal wa naifher are prasantly noewill in future svall of financial Assistance from another NGO or any ofther 2ourcs, for the sama patieniooss, B we g
retuesting lo-gat from Koshika Foundation, to the extenl thet such sesistance is granied by Kashika Foundation. Il the requentad assistance s not graniad
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astume snle & complete responsiility of the treatment & it's outcome & safaty af the patiant, and Koshikn Foundation will have na rolo or respane/bliity
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