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DECLARATION by APPLICANT: STHSS T S 93:
11 | hereby confirm that all detalls in this Form are True (o the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
irmbie for rejection/mencaliation.

21| solemnly confirm thet essistance, i recelved from Koshike Foundation, will be used only Tor the “purposa”, as stated in this Fom, for which such assistance
Was
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for which this essistancy is reguested

1) e ww o B g wen d el omd w0 weeed s we o wE ) e i Rere o s s o e @ S0 o froe w W el |
1) B g = emm Tl s wEEm, A F o oo, we s i whe W) o F ol fem i, o v wen o s
1) & ofer s  fir Fom s # v wdw ) 0 8, i W i o e e el s oA weed @ 3 A fe § ol 3 o o F o

AGREEMENT by APPLIGANT | spes: g wm1)

1) By alfizing my signature ar thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and 1" Truslees 1
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AGREEMENT by HOSPITAL (%7m 3 #01)
By affixing hereunder, signature of our Authorlsed Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we
{Hospiisl) herety affirm & scoepl following:
1) that we nalther are prasently nor will in future avail of financial essistance from ancther NGO or any othar source, for the same palient/case, as we are
reguegling 1o gel from Koehika Foundation, (o the exlant thal such assistance is graniad by Koshika Foundation. If the requested assistanca is nol grantsd
by Koshika Foundation, in part or in full, then the Hespital reserves it's rght lo make up the shortfall from anather NGO or any olher source This
confirmation exsantinily states that tha Hospital will not avall any duplicate assistance for the same patient/cass Trom any othar NGO o any other soures
2) The essistance from Koshika Foundation is only financial in natura. The cholce of the treatment/procedurs advised/conducted by the Hospital on the
patlant, & basad on the arrengement betwesn the patient & the Hospital, and is In no way Influsncad by Koshlka Foundation, Hence, the Haoepital will

assume sols & complels responsibllity of the treatmant & It's outcome & safety of the patient, and Koshika Faundation will have no role or responsibBity
in tha matlar
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