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DECLARATION by APPLICANT: Sirdest it s w:

1)1 hemeby confiren that sl details I this Form are True (o thi best of my knowledge. Any false stalement will render my Application & angoing assistance, i any,
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2} | solemnly confirm ihat assietance, |f recalved from Koshiks Foundation, wil be used only for the "purpose”, as stated in this Form, for which such asslstance
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11 By allixing my signature of thumb impression on this Farm, | (Applicant) heraby agree & sutharise Koshika Foundation and (I's Trustess to
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AGREEMENT by HOSPITAL | Esime g0 %)
By allixing hereundes, signature of aut Authonised Signatory for recommending this case/patient for financial assistance from Keshika Foundabon, we
[Hospital) haraby affifm & accepl lollowing:
1] Imat we nedther are presslly nor will In futuee avall of finencial assistance from another NGO or any other source, for the same palientcase. as we are
requesting lo get from Koshika Foundation, o the oxtent that such assistance is granted by Koshika Foundation. If the requested assistance |s nol granted
by Koshiva Faundation, In part or in full, then the Hospital reserves it's right to make up the shorttall from anather NGO or any other source. This
confirmanon assentialy states thal the Hospital will not avall any duplicate assistance for the same patlenticase fram any other NGO or any other source
2] The assistance from Koshixs Foundation is only financial in nature. The choice of the treatmentiprocedure advisediconductad by Ihe Hospital on the
patient, |= baged on the armngrment batwaen the patient & the Hospital, and is in he way influsnced by Keshika Foundation. Hence, the Hospital wil

assime soia & complate responsibility of the trestmant & it's outcome & satety of the pationt, snd Koshike Foundation will have no rolé or responsitiity
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