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DECLARATION by APPLICANT: St gm = 73:

1} | heraty confirm that all details in this Form are True (o the best of my knowledgae. Any false stalermant will render my Applicafion & ongoing assistance, If any,
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2) I'sulemnly confirm that assistance, if recelved from Kashlks Foundation, will be used enly for the “purposs”, Ba stated In this Form, for which such assistance
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1] By atfixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and ifs Trusiees (o
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AGREEMENT by HOSPITAL (weims 5/ wit)
By afficing hersunder, signalure of our Authorised Signaiory for recommanding this casa/patien! for financial assistance from Koshiks Foundation, wa
[Hospital) hereby affirm & sccepl following:
1) that we neither are presently nod will in future avall of financizl sesistance from anathar NGO or any othie sowrca, for the same patisnt/tase, as we are
raquesting 1o get from Koshika Foundation, to the sdent thal such assistance is granted by Koshika Foundation. If the requested assisimnce @ nol grantied
by Koshika Foundation, in part or i full, then the Hospitzl resarves it's right (o make up the shortfall from another NGO or any other source, Thig
confimation ezsentially states that the Hospital will not avall any duplicate assistance for the sama patientcasa from any other NGO or any other source.
2) Tha assistance from Koehika Foundation is only financial in nature, The choica of the treatment/procedure advised/conducted by the Hospiial on ke
patient, s based on the arrangement between the patient & the Hospital, and Is in no way influenced by Koshike Foundation, Hence, the Hospital will

assume sole & compiate responsibilily of the treatment & I1's outoome & safety of the patlent, and Koshike Foundation will have no rofe or responstbility
in [he matler
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