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DECLARATION by APPLICANT: sy g il wa:

1)1 heraby canfirm (il 4ll datalls in this Form are True o the besl of my knowledge. Any false statement will render my Application & ongaing assistance, If any,
lmbie for rejaction/canoeliation

2) | solemnly confirm that assistonce, F received from Koshiles Foundatlon, will be used anly for the *purpose”, ak stated |k this Form, for which such ssslstance
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3} I hareby confirm that | have not & will nat in futare, swsll of ssimburssiment, in part o n full, from smy other sourcatemploya/insurance company, of the amaount
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1) By affixing my signature or humb improssian on ihis Ferm, | (Applicant) hetaby agree & suthorise Koshika Foundation and it's Trustees 1o
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will nat automatically entitte me for recafving or continuing the said assistance. The decinion for granting andior continuing the sssistance will rest solely
with the Truslees of Keshika Feundation, and ihalr decision Is this regard will be final and accaptable to me.
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AGREEMENT by HOSPITAL (wwms gm ®wt)

By affixing hareunder, glgnature of gur Aulhodsed Signalony foe retammanding Ihis caselpatient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:

1) that we neiflar sre presenily nor will in lifute svall of finsnalal assistance from another NGO or any other source, for the same palienticase, as we are
requesting o get from Koshika Foundation, to the extent thal such sssisiance |s granted by Koshika Foundation. I the requested assistarica is nat granted
by Kashlka Fedndation, In part o In fll, then the Hosplial resaoes Is right to make up the shortfall from anolber NGO or any other source. This
confirmation essentinlly siates (hal e Hosplal will not avoll any duplicate ssdistarce for the same patishticase from ary other NGO or any othar sourcs,
2} The assistance from Koshika Foundation is only finsnoial in nsture. The chales of the treatmentprocedure advised/conductad by the Hospital on the
pationl, s based on the artdngament butwisen this patisnt & the Hospllal, and i8in no way influencad by Koshika Foundation. Henca, the Hospilal wil

asslime sole & complete responalbllity of the treatment & it's outooms & safety of the patient, and Koshita Foundation will have no role or responsibility
in the mattar.
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