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DECLARATION by APPLICANT: ST §F1 WWo WI:

1) I havedy confirm thal =4 detais in this Form are Tree 10 the best of my knowledge. Any false stateméent will rendar my Application & ongoing assistance., If any,
kable for rejectiondcanceliation,

2] 1 solemnly confirm that assistance, | recelved from Kosheka Foundation, will be used only for the “purpose”. s stated in this Form, for which such assistonce
was requesied by me
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1) By affixing my signature of thumb impression on this Form. | {Applicant) hereby agree & authorise Koshika Foundation and i's Trustees lo

uss/publiahiput-Upiproduce my nams, address, photo & datsils of the *purpose”, lor which such assisiance is tequesisd/granted, through any
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for which assistance is being requesied.

2] | {Apphcant) furiher agres that any such use of my name, address, photo & dataits of the “purpose”, for which such assistance s requesiod/granted,
will ol automatically onlitle me for receiving of confinuing the said assistance. The decision for granting and/or conlinuing the assistance will rest solaly
with ihe Trustees of Koshika Foundation, and theit decision is this regard will be final and acceptabls lo me.
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AGREEMENT by HOSPITAL (w=mw o0 %01)

By affuang hereunder, s:gniature of our Authonsed Signatory for recommending this casedpatient for linancial assistance from Hoshia Foundation, we
{Hospital} herety affirm & accepl following:

1) that wa nelther are presently nor will in fulure evall of fnanclal esslstance from anolher NGO or any other scurce, for the same patlent/cass, is we are
requesting lo gol hom Koshika Foundstion, io the exlent that such assistance is granted by Koshika Foundation. If the requesied acsistance is not grantad
by Koshika Foundation, In part o in full, then the Hospital reserves s right to make up the shortfall from another NGO or any olher source. This
confirmation essentiaily states that the Hospial will not aveil any duplicste assistance lor the same patienlicase from any other NGO or sny othe: sourca
2) The assistance from Koshika Foundation is only financial m nature. The cholce of the reatment’procedure advised/conducted by Ihe Hosptal on ihe
pafienl, in based on the arangemen! between the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital wil
assume sols & complete responsibility of the treatment & It's outcome & safety of the patient, and Koshika Foundation will heve na role or responsbility
in e matier
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