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DECLARATION by APPLICANT: ST8=% B S w5

1) | herebry canfirm that sl details in this Form are True- o the best of my nowledge. Any false statement will rendar my Applicalion & ongeing asslstance, I any,
sbie for rejectionfcanceliahion,

2) | solemnly confirm that assistanca_ i racaived fram Koshika Foundefion, will be used only for the "purpose”, as siated In this Form, for which stich assistance

was requestad by me.

3} | hereby condirm that | have not & will not in fulure, avall of reimbursemant, In g or I i, fram any athar sourcalemployeriinsurance company, df the amount
for which this assisiance is requestad,
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for which assisiance = baing requested.

2) | {Applicant] turther agrae that any such vese of my name, address, photo & detalls of the "purposs”, for which such assistancs 5 requestadigrantsd,

will not automaticaily entitle me for receiving or conlinuing the sald assistance. Tho deckston for granting andior confinuing the assistance will rest solaly
with the Trusizes of Koshika Foundation, and thair decision Is this regard will be final and acceplable o me

1) ¥R W WS BRI WSS W T, W () S W W g wen o “wive i o e s " aieee s {0,
T, Wi st e v wen A W 3, R e g =, o, wee e ey § o i sie soeiee 8 B R o wan e

0 wmitn w5 W fi s §1 8t on = faee e § o noww S w98 e s seget T el afep

2) W (sFES) W oW T LT S0 9m, T, v s fem = e e 6 ahvd @ ol § 5w weew W vean o o w0 v o

“sHifien" T e SN w3 S e g

APPLICANT'S SIGNATURE OR LEFT THUMBE IMPRESSION =
SETE Wy W A W e

AGREEMENT by HOSPITAL (w9 g &5 )
By affixing hereundar, signature of our-Authonsed Signatory for recommending this case/patient for financizl assistanca from Koshika Foundation, we
[Haspital} hereby affirm & accept fallowing:
1} thet we nelther ara presently nor will in future avall of inandal pesistance from enoiher NGO or any other sourca, for the seme paffenticase, 25 we are
requesting ko get fram Koshila Foundation, to the Exlent that such assislance ls granlad by Kashika Foundation. if the requested assistance is nol granted
by Koshika Foundation, i part or im full, then the Hospital reserves its right to make up the shartfall from another NGO or eny other source, This
eonfirmtion essentially stales thel the Hospltal wlil not avall any duplicate sssfstance for the same patient/cass from any athar NGO or any other source,
2} The aselstancs from Koshika Foundation is only financial in neture, The cholca of the treatmenlprocedure advisediconductad by the Hospital on the
patiani, fs bazed on the arrengamant batwasn ths patient & the Hespital, and I In no way infusnced by Koshika Foundstion, Hence, ke Hospital wil

assume eole & complals responsibility of the freatmant & i's outcoma & safety of the patiant, and Koshika Foundation will have no roje or responsibility
In the mattar.
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