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DECLARATION by APPLICANT. == 5 Xromp ou:

1 herety conlinm fhal el detaiis in this Form ars True o tha best of my knowledge. Any false statemant will render my Application & ongoing assistance; il any,
liahle for rejectiondcancettation.

2} | sailemnly confiem that assislance, i recalved from Koshika Foundation, will be used anly for the “purposs”, as statad n this Farm, for whish such assksiance
wils raquesiod by me.
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1) By affiing my slgratuse or thumb impression on this Form, | {Applicant) hereby sgres & aithoriss Keshika Foundation and [1's Trustees lo
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AGREEMENT by HOSPITAL (W g &)
By affixing hereunder, signalure of sur Authorised Signatory for recommending ks casa/palient for financlal assistance from Koshika Foundation, we
{Hospital) hereby affirm & 2ccept following:
1} thal we neither are presently nor will i fture wvall of financial assistance from another NGO o any other source, for the same patisntcsse, as we are
requesting to get Irom Koshika Foundation, to the xtent that such agsiztanca s granted by Koshika Foundation. If the requested sssistance i nal granted
by Kashlia Foundation, In part or in full, then the Hospltal reservas It's right 1o make up the shortiali from anaher NGO or gny other source. This
confirmation essantially states thel e Hospiisl will not svall any duplicale sssistance lor the same patianticase from any other NGO o any other sourca,
2} The assistance from Koshike Foundalion s enly financial [n rature, The chalce of the trestmentipracedurs advisediponducted by the Hospital on the
patianl, is based on the arangement betwean the pationt & the Hoaphal, ard 1s In no way Influsnoed by Koshiks Foundation. Hence, the Hospital will

assuma sole & complate responsibiity of the troatment & IW's oulcome & salaty of the patient, and Koshike Foundation will heve no role or respansibiiity
in the matier.
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