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DECLARATION by APPLICANT. Spsies i wiem =;
1) | hereby confirem thal all cetails in this Foom are True 1o the best of my knowledge. Any false statemint will rander my Applisation & ongoing assistance. If amy.
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2) | solemnly confirm thal assistance, || necetved from Koshiks Foundation, will be used only for the “purpose”, as staled In this Form, for which such assistance
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AGREEMENT by APPLICANT (se% gm %)

1} By afllxing my signature or thumb impression on this Form, | {Applicam) herety agreo & authorise Kostila Foundition snd i's Trustees 1o
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AGREEMENT by HOSPITAL (wesmssl §Ii W)
By allxing hereunder, signatute of our Authotised Signatory lor recommaniling this case/patient for fimancial assistance from Koahika Foungation, we
{Hospiinl) herstly afirm & dicapt Tollowing:
1] thiat wo neither are prosently nor will in tature svail of financial assistance from another NGO or any other source, for the sama patient/case, as we ane
reguesting o gel Inoimn Koshika Foundation, 1o the éxtant that such assistance is granted by Koshika Foundation. |f the requesieg assistance |5 nol grantid
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Essume tole & comploie responsibility of the teatmanl & [{'s oulcome & sataty ol the patient. and Koshike Foundation will hove no role or responsibitity
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