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1) 1 hersty confiew hat of dotalls in this Form sre True 10 the bast of my knowledge. Arry talse etatemont will render my Appicaion § ongoing sssistance, If any,
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rejecSonfcancetaton.
2) 1 sclemly confiem that assistance, i recetwed from Koshils Foundation, will bo used onlly for the “purcose”, as stated in this Foem, for which such assistance
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1) By afMxng my sgnatues of thumb smpression on this Form, | (Agplicant) hareby agres 3 authanss Koshika Foundabion and it's Trustees 1o
use/publisVpUE-LOFBRIOTUCH My NAE, dddress, photo & detals of the “purpose”, for which such assstance is requastedigraniod, through any
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AGREEMENT by HOSPITAL (weyme go wie)

By affixing hereandar, signature of owr Authorisod Signatory for recommending this casa/patient for fnancal assistance ram Koskiks Foundabon, we
(Haepitat) heroaby affem & accepl following!
1) that we noliher are presently noc will in future avall of fnancial assistance from another NGO of oy olhed source, for he same Dabery/case. 88 we ane

10 gt from Koshika Foundation, 1o tho extant thal such assistance & granted by Koshika Foundation, If the requesiad assisiance is nal granied
Ly Koghla Foundalion, in part o in Tull, then the Hospital seserves it's right 1o make up the shortfall kom another NGO of any oher sowce. Thin
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