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AGREEMENT by APPLICANT (smice oo wut)

1) Ly affixing my signature of thumb impression on this Foem, | (Applicant) hareby egree & authorise Koshika Foundation and it's Trustees to
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By allung herounder, signature of our Authorised Signatory for recommending this case/patent for financial assisiance from Koshdka Foundation, we
(Moapital) hereby affrm & sccept following:

1) that we neither are presently nor will in fiture aval of financial assistance from another NGO or any other source, for the same patient/case, s we are
seguesiing 10 get from Koshika Foundation, 10 the extent that such assistance is granted by Koshia Foundation. if the requesied assistance is not granied
Uy Kashika Foundation, in part or In Ak, then the Hospital reserves IT's nght 10 make up the shortfall from another NGO or any other source. This
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sotume scie & complete responsibilty of the treatment & it's cutcome & safety of the patient, and Koshika Foundation will have no role or respoansdiity
" the matres

ret sfegy, el ¥t ait ¥ SO W Ceife st @ e wee a fewin 9 @ 4, fol v o) P e @ s o v e b

1) o T 3 8 wins ah 3 @ olew F fafi wee fe vl siees @ Sl s wie @ e Dlvest W wm @ o §, 8 % v teifee sarkm”
# i fe o € wan A “sifoe wrm T pe e o e ool i wasimet oo wees fed sfeees By ool fen o @ S

52 = hoewd B w5 wR o W o W sfoe gim e b e O we wn e § e o Bfe e e it iy fead
& el v w fead s= e ¥ 2 dmddy

“wfrm wmre” ¥ # of seem Yo e el o 1 0F W v go @ nf e @ R W TaiEe W e O o Teee
® v w fews § ol Cueow s oo e ve ® o s 9f b el weme d O ¥ pom goe bt 33wl o mlt felod ©F of s
w B s e ¥ W e w Pl oo o) Wl

RECOMMENDED FOR ACCEPTENCE
=i HANDA vt % forg wwyfy

DrABHSEELED . —
o (| ARSI, ) ) NN B
L A

\0) > (»mmmmamumww
\\)\ (Name of s’ Regn. No. with Stamp) on behalf of Hospital)
9\' TR W R IEEW T wnwmwm
: FOR INTERNAL USE of KOSHIKA FOUNDATION  3/its 7w 1Y :
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
P | 2 T 2

P Pz

20.92.2018



