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DECLARATION by APPLICANT: SF=E % Sy 7.

1) | hereby confirm that all details in this Form are True to the best of my knowledge, Any false statement will render my Application & ongoing assislance, IF any,
lighle for relection/cancelation,

2} I solemnly confirm that assistance, if received from Koshika Foundation, will be usad only lor the “purpose”, as stated In this Form, for which such assistance

was reguisted by me.
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for which this as=siance is requasted

1) ¥ S W R e W e W wn fee i W W S W YA T § O TR e W S W W S e e ) e

20 W e i e e, W W w E See s T i A % fent fem wmim, 9 R wwew | v i

1) % g e f B R e w o W wom @, oum s wies woaee feem Tl s afmai sl 6 9@ e b ol 3 of i |9
AGREEMENT by APPLICANT ( smes g &)

1) By affocng my signature or thumb impression on this Form, | (Applicant) hereby agree & outhorise Koshiks Foundatian and it's Trustees 1o

use/pubdlshipul-uplreproduce my nam, addrecs, phote & details of the “purposae”, for which such assistance ik requestedigraniod, through any
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AGREEMENT by HOSPITAL (¥=mH R )
By sffixing hersunder, signature of our Authorised Signatory for recommending Ihis case/patient for linancial assistance from Koshika Foundation, we
[Hospite!]) hereby affirm & accep! lallowing:
1) thast we neither are presently nof will in futune ovall of financial assistance from another NGO or any other sourca, for the sama patient/cass, as we ore
requesting 1o gel rom Koshika Foundation, to ihe extent that such assistance is granted by Koshika Foundation. If the requested assistance & not grantad
by Kaoshika Foundation, In part of in full, then the Hespital reserves it's right o make up the shortfall from another NGO or any olher source. This
confirmation assentiolly states that the Hosplial will not avell any duplicate assistance for the same patient’case from any other NGO or any ofher source,
7} The assistance from Moshika Foundation is only financial in nature. The choioe of the reatmenl/procedurs advised/conducted by the Haspital on (he
patient, is basad on the arrangemant batween the patient & the Hospital, and |s in no way Influenced by Koshika Foundation. Hence, the Hospital will

assUMme 302 & complels responsibiiity of the treatment & it's oulcome & safaty of the patient, and Koshika Foundetion will have no role or responsibility
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