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1) By affong my signature of thumb impression on this Form, | (Appicant) haredy agres & authorse Koshika Foundation and it's Trustees to
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AGREEMENT by HOSPITAL (vwms DU win)
By alfiong hersunder, signature of our Authorised Sigaaiory for recommending this casapatient for financial assistance from Koshika Foundation, we
(Hospital) hereby srm & accept foliowing:
1) thal wo noither are presently nor will in fture avad of financaal assistance from anciher NGO or any other source, for the same patienVcase, as we are
roquesting 1o got from Koshila Foundation, 10 the axtent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part of In full, then the Hospital reserves t's right 10 make up the shortfall from anciher NGO or any other source. This
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in the maner
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