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DECLARATION by APPLICANT: eT{q6 ERr qfqsn Ti.

11 I hereby confirm that all delails in this Form are True to lne Dest of my knowledge. Any false staremsnt wrll render my Application & onqoinq
haUle for relection/cancellatron

2) lsolemnlyconfirmthatassistance,ifreceivedfromKoshikaFoundation.r,vili beusedcniyforrhe DUrpose',asstatedinthisForm.fcr,,,,,hchsuch
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11By atr xing my srgnature or thumb impression on Ihrs Form, l(Appiicant) hereby agree & authorise Koshika Foundation and its Trustees tc
usei publish/put-up/r'eproduce my name, address. photo & details of the "purpose", for which such assistance is requested/granted, through any

medrum,includrngbul not linritedtoverbal,print electronic,forsolicitingdonatronsforKoshikaFoundationand/ordisseminatrnginformat onaooutits
activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fu iilmenl of ths purpose

for which assrstance is being requested
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with the Trustees of Koshika Foundatiorr and their decision is this regard w ll be final and acceptable to nie,
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AGREEMENT by HOSPITAL (E{rydrfl ERT 6'{R)

By affixing hereunder. Signature of our Authorised Srgnatory for recommending lhis case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirnr & accept following
1)that we neither are presently nor will in future avail of financral assistance frcm anothei'NGO or any other source for the same patienUcase, as we are
requestrng to get from Koshika Foundation to the extent ihat suoh assislance rs granted by Koshrka Foundation. lf the requested assistance is not granted
by Koshtka Foundalion, rn parl or rn Iull, then tre Hospitai reserves il s nEht l.i nrake up the shorlfali fronl another NGO or any olher source. Thrs
confirmation essentially sla1.s ihat lhe Hospilal will nol avarl any duplrcale aSsrstance for the same patient/Case from any other NGO or any other source.

patient, is based on the arrangentenl between the patrent & tne Hr)sDital, and rs in no lvay influenced by Koshika Foundation. Hence, the Hospital will
assume sole & corlplete responsibrlity of tne treatrnent & rt s outcome & safety of the patrent. and Koshika Foundation will have no role or responsibility
rn tne matler.
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