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DECLARATION by APPLICANT. SEwTH IR Breem uT;

1} I hareby confirm Shat all details in Whis Form are True 1o the besl of my knowledge. Any falsa statement will render my Apgplication & orgaing assislande, if any,
|.able for rejectionicancellaien.
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1] By affixing my signature or thumb Impression on thie Form, | [Applicani) hereby agree & sulhorize Koshlka Foundatlan and it's Trustees 19
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AGREEMENT by HOSPITAL (#¥AM %0 M)

By alfining hereunder, signature ol our Aulharised Signatory fer recommending this casa/patient for inancial assistance lesm Koshika Foundation, we
{Haspital) hereby affirm & aceept follewing:

1} thel we naither are presenily nor will in futura avail of fnancial azsistance from another NGO or any other source, for the same pahienlicase, 45 we are
tequesting 1o get from Keshika Foundation, ta he axtant 1hal such assislance is granted by Koshika Foundalion. If the reguesled 3ssistance is not granted
by Koshika Foundaticn, in parior in fll, then the Hospital reserves iUs right to make up Iha shortfall fram another NGO or any other source. This
canfirmation essentially sietes that the Hospltal will not avail any duplicate ssglstancs for the same patlenyease from any ather MG or any aiber source
2} The gssistance from Koshike Foundation is gnly linancial in nature. The chaice of the treatmentfprocedurs advisediconducted by the Hosgite! on the
palient, is based on the errangement between tha patient & the Hospital, and |3 in ne way influenged by Kashika Foundaticn. HMence, the Hespilal wil
Assume nole & complate responsibilily of the ireaimenl & it's tulcome R safaty of the patient, and Koshika Foundalion will have ng rola or respansibility
in the matler.
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