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DECLARATION by APPLICANT. S G v w:

111 harety confiem that all details in this Form are True 1o the best of my kmowledge. Any Taise siatomant will render my Application & ongoing assistanca, if any,
Eabie lor repection/cancellation

211 solemnly confirm that assistance. if received from Koshike Foundation, will be used only for the “purpose”, as statad n fhis Form, for which such sssistance
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AGREEMENT by APPLICANT (snew gm W)

1} By affadng my signature of thumb impression on this Form, t (Applicant] heraby agree & authorise Koshiks Foundation and it's Trustees o
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AGREEMENT by HOSPITAL (v o0 %)

By affixing hermunder, sgnature of our Aulhonsed Signatary lor recommanding ihis casa/patent for financial assistanca from Koshika Foundation, we
(Hosphtal) hereby affirm & accepi following:

1) thal we neifher are presently not will in future evall of financial asslstance from another NGO or any other source, for the same patient/case, as we arg
reguasting b gol from Kashika Foundation, to the exient thal such assistance is granied by Koshika Foundation, If the requested assistance (s nol granted
by Koshika Foundation, in pas of in full, then the Hespital ressrves it's right to make up the shortiall from another NGO or any olher source. This
ponfirmation sssentally stabes that the Hospital will not avedl sny duplicals sssistance for (he same patient/casa from any other NGO or apy other source.
2) The sssistance fram Koshika Foundation is only financial in nawre. The choice of [he restmentprocedure advised/conducted by the Hospital on the
patient. is based on the arrangement batwisen the palient & the Hospital, and is in no way influsnced by Koshika Foundatlon. Hence, the Hospiial will
aEsume soke & complete responsibility of the treatmant & ('s outcome & salaty af tha patient, and Koshike Foundation will heve no role or esponsitility
in Bhe matie
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