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DECLARATION by APPLICANT: I & Wi o

1] | herety confirm that all dotails in this Form are True io the best of my mowledge. Any false statement will rander my Application & ongoing assistance, I any,
liable for rejection/canculiation,

21 1 solemnly confirm fhat essistance, (1 recaivad from Koshiks Foundation, will be used only for the *purpose’, s stated in this Form, for which such assistance

was requirstod by me.
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1) By affixing my sigratiiie or thumb imprasaicn an this Fonm, | (Applicant) hersby agrea 8 authotisa Koshika Fouhdetion and ifs Trustess 1o
uselpublishput-up/reproduce my name, sddmss, pholo & detsils of the “purpnue”, for which such assislance s mouesiad/grantéd, through any
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with the Trusiess of Koghika Feundation, aod thel decision bs this regird will Ba final and acceptable to me,
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By affining hatounder, signatund of alr Auhordsed Signatary fof recommanding this case/patiant fer lnancizl assisianca from Kozhika Foundalion, we
{Hospital) hereby affirm & acoept following:

1) that wo pelther ars pragendly norwill in future svsll of fnenckal neslstance from another NGO or any other source, for the sams palisnticase, as we ore
requssting to gol fram Koohika Foundation. to ma extent (kat fuch assistanca is granted by Kashika Foundation. If tho requested assistance is not grantad
try Koshiha Foundation, In part or in full, tr=n the Hospital reserves (U5 fght o make up the shorfall from anpther NGO or any olher source. This
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2) The assistance from Koshiva Foundation s only fmarial In natuts, The chelee of the beatmenliprocedure advisediconducted by the Hospital on the
patiani, s based on the aimngement betweian the patient & the Hospital. &nd s In no way inflcenced by Koshika Feundation, Hence: the Hospital will
pssuma sole & complete respanaibiiity of the treatment & (s outcome & sabely of the patisnt, and Koshlka Foundation will have no role or responsibliity
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