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DECLARATION by APPLICANT: SFIS% BRI NI 73

1} | heretey confurn et o detills in this Form ame Tiue (0 the best of my knowledge. Any talse stalemen will render my Application & angeng assistance, if any,
liable for rejectionfcancefiation

21 | salemaly confirm thal sssistance, If recesved from Koshika Foundation, will be used only for the “purpose”, as stated kn this Form. for which such sssistance
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1) By affixing my signature or thumb impression nnﬂlr:le{AppH:lnl}hrubqul authorise Koshiks Foundation and iU's Trustees 1o
userpubksh/pul-upieproduce my name. address, photo & details of the “purpose”. for which such sssistance s requested/granted, through any
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AGREEMENT by HOSPITAL (¥wmm= Tm s )
By alfiong hereunder, signature of our Authorsed Signatory for recommending ihis case/patieni for linancial assistance from Koshika Foundalion, we
(Hospital) horetyy afirm & accept following:
1) thist we nesithar are presently nod will in Tulure svall of inancial assistance from another NGO or any other source, (or Ihe same pallent'case, B we 8
requesting o gat from Koshika Foundation, fo the extent that such assistance is granted by Koshika Foundation. if the requesied assistance s nol granted
tiy Haoshika Foundation, in par or in full, then the Hospital reserves it's ight o make up the shartfall from another NGO or any olther source. This
confirration essenlislly states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source
2] The: sasigtance rom Koshika Foundation is only financial in nature, The choloe of the treatmentiprocedure advised/conducted by Ihe Hospital on tha
patant. in based on the arangement betwean the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

neauma 3ol & complate reaponsibility of ihe treatment & iU's outoome & safety of the patient, and Koshika Faundation will heve no role of responsibility
in the matier,
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