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1) Ry aflaing my signabre of thumbd impeession on this Form, | (Apphcant) hereby agree & authorise Koshika Foundstion and It's Trusiees to
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AGREEMENT by HOSPITAL (yesmw pg wut)

By affixing havounder, signature of our Authorised Signatory for recommaending this case/Datient for financial assistance from Koshika Foundation. we
(Hospital) hareby affirm & accept following:

1) that we noither are presently nor will in future svall of financad assistance from another NGO or sny other source, for the same patienticase, as we are
fequesting to got from Koshika Foundation, 10 the extent that such ossistance is granied by Koshika . I the requested assstance is not granted
by Koshika Foundation, in part or i full, then the Hospital reserves i's right to make up the shortfall from another NGO or any other source. This
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