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1)1 ety confiom that all detalls in ihis Form are Troe 1o ihe best of my knowiedge. Any false stalement will render my Application & ongong assistinca. if any,
lissbibe for reectinnicancellation i
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1) By affocrg my signature or thumb impression on this Form, | (Applicant) hereby sgree & avthorise Koshiks Foundation and it's Trustees o
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AGREEMENT by HOSPITAL (reme pn %u1)

By affixing histeunder, sgnoture of our Authorsed Signatory for recommending this casaipalient for linancisl sssistance Irom Koshika Foundation, we
{Hespital} hereby afirm & accept follawing:

1) hat we neithar are presenty ror will in futues ovall of financial assistancs from another NGO or any olher source, for the same poienticass, B we are
requesting 1o gel from Koshika Foundation, to the extent that such assisiance i granted by Koshiks Foundation. if the requested assistance |5 nol granted
by Koshike Foundation, o part of in full, then the Hospital reserves (1's tight 1o make up the shortiall from anather NGO or any ofher source. This
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