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DECLARATION by APPLICANT: STHER W e 71

1) | haraby confim thod all detals in this Form ars True (o the best of my knowisdge. Any false statement will rendat my Application & ongoing aasistances, If sy,
limbie for rejectionfcancedlation

2) | sodomnly confirm that sssistance, if recaived from Koshika Foundation, will be used only for the “purpcse”. as stated in this Form, for which such sssistance

was requesied by me,

3) | haveby confiern that | have not B will nol in future, avail of resmbursamant, in part o in full, fram any other sourcedemployedfinsurance cormpany, of the amount
for which thes assistance s requested
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1) By affixing my signature of thumb impresaion on tis Form, | (Applcant) hereby agroe & aulhorise Koshika Foundalion and 's Trustess 1o

usalpublish/pul-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/grantad, theough any
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AGREEMENT by HOSPITAL (wrrme 5 ®00)
By sffixing hemeunder, signalure of our Authorised Signatory for recommending this casefpatient for francial assistance from Koshika Foundation, wa
{Hospital) hersby affirm & accept following:
1) that s nelthar are prasently nos will in future avail of fingncial ossislance from another NGO or any other sodrca, for Ihe sama patient/cass, s we are
reguesting io gel from Koshika Foundation, to the extent that such assistsnce s granted by Koshika Foundalion. Il the requesied assistance s nol granied
by Koshika Foundation, in part or in full, then the Hospital reserves if's right to maka up the shortfall from another NGO or any other sourca. This
confirmaion essentally states thal the Hosplial will nol avall any duplicate assistance for the same palient/case from any othes NGO or any other source
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pabeni, is based on the srrangement between the patient & [he Hospital, and is in no way Influenced by Koshika Foundation. Hapce, the Hospital will

assume sole & complete responaibiiity of the treatment & it's outcoms & safety of the patient, and Koshiiie Foundation will have no rols of responsibility
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