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DECLARATION by APPLICANT, sFme g v o

1} | heraby confinm that slf details in this Form are True to the best of my knowisdge. Any falee siatemant wil rendar my Appiicafion & ongoing
linkte for rejecion/cancelaton,

1 | solemnly confirm that assistanca, If receved from Koshika Foundation, will be ussd only for tne "purpsss”. =5 stated in Sis Farm, for which such

was requasted by ma

3} | hereby contirm that | nave not & will not in future, avail of resmbursament, i pan or in full, from any other sourcesmoloverinedrancs company, of the

for which this sesistorice s equssied.
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & aulhorise Koshiks Foundation ans it's Trustess to

Las/publishipul-upfieproduce my name, address, photo & detalls of the "purpese”, lor which such assistance s requesisdigranted thiough any
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will not automatically entille me lor receiving or continuing the sald assistance. Tha decision for granling andior continuing the assstance wit res! sclely

with Ihe Trustess of Koshika Foundation. and their decision is this regard will be final snd acceptabls to ma.
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AGREEMENT by HOSPITAL (ve== om0 ¥1m)
By affising hereundar, signature of our Authorised Signatory for recommending this caselpatient for linancial assistance from Koshika Foundation, we
(Hoapital) heraby affirm & sccepl following:
'] hal we neilher are preseatly nor will in future avall of financial assistance from ancther NGO or any other source, for the same patisnticase, as we are
requesting o gel from Koshéks Foundation, i tho exlent thal such sssistance is granted by Koshia Foundation, If the requested assistance s nol granted
by Keshika Foundation, in part or in full, then the Hospital resarves il's nght to make up the shoritall irom another NGO of any olher source, This
confirmalion essentiaily states that the Hospétal will not avail any duplicate essistance for the sama patient/cass from any other NGD or any olher sourms
2) The pssetance om Koshika Foundation is only finencial in nature, The choice of the treaimentprocedure advisadiconductad by the Hospital on the
patiant, is based on the srrangement between (he patient & the Hospital, and is in no way influenced by Koshika Foundation Hencs, (he Hospital will

Bsnuime soke & complets responsibility of the treatmant & il's outoome & salety of the patisnd, and Koshika Foundstion will have no rale or responeibility
W the matles.
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