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DECLARATION by APPLICANT: ST Em winm ox:

nlh-u::mﬂmmn-nmmMmerm o e best ol my knowledge. Ary false stalerment will render my Application & ongoing assistance, If any,
hable for mejectioncancetialion

2) 1 solemnly confirm that sssistance. f received fram Koshia Foundaion, wil be used only for the "purpse”, ns staled In this Form, for which such assistance
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for which this assistance 5 requested,

1) & www o f e w w4 il ol e 6 werlt o s w v oo i T w we s v e & @ 30 v fe o e
2) g W ww ofn “wifre T, @ o w o §, Tow v il st o o o fed few i, @ g ey F wo e h
11iaﬂamtmrﬂmqwmﬂitnmﬂmummhnnMMi#imi*wﬂﬁi@

AGREEMENT by APPLICANT (siaws g wa1)

1) By affteing my sigrature or thumb impression on thus Form, | (Applicant) hereby agroe & authorise Koshika Foundation and it's Trusiaes o
use/publishiput-upireproduce my name, address, photo & detals of the "purpose”, for which such assistance s requesiedigranted, hrough any
medum, including but not fimited to verba!, print. siectronic, for soliciting donations for Koshika Foundation and/or disseminating information about i's
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AGREEMENT by HOSPITAL (wwrma 5 W)

By affixing hareunder, signalure of our Authorised Sgnatory for recommending this case/patient for financial asslstance from Koshia Foundntion, we
{Hospital) hereby affirm & accept following:

1} that we nislthar are presently nor will in future svell of Enencial sssisisnce lrom another NGO of any othed source, for the same palienlcase, s we &re
requesting to got from Koshika Foundation, to the extent that such assislance is granted by Koshila Foundation. |f the requested sssistance is not granied
by Koshika Foundation, in part or in full, then the Hospita! ressrves if's right lo make up the shortfall om another NGO o any other source, This
canfirmation essantally siates thal the Hospital will not avall eny duplicat assistance for the same patienticase from any other NGO or any other source.
2) Tha assistance from Koshika Foundation is only financial in nalure. The aholos of the tealmenyprocedure advised/conducted by the Hospital 6n the
patient, i based on the amangement batween tha patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assuma sole & complels responaibility of the troatmant & W'y oulcome & ealety of Ihe pabent, and Koshika Foundetion will have no rols o responaibility
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