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DECLARATION by APPLICANT: == T2 I 7%;

141 hereby confirm that all detals in this Form are True fo the best of my knowledge, Any false statament will rendor my Application & ongoing assistance, il any.
ligthile for rejectizn/canoediption.

2} | solemnly confirm that assistance, f received from Koshika Foundstion, will ba used anly for the "purposs”, 53 siabed in this Farm, fer which such essistancs
was requesied by ma,

33 | harehy confirm thal | have not & vall nat in futurs, avall of reimbursemant, in part or in full, from any otfier sourcalemployerfinsuranca company, of the amount
Tar which this assstarce (s requesied.
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1) By affixing my signature or thumb impreesion on' (s Fomm, | (Applicant) heraby agrea 8 aulhorise Koshika Foundatien and it's Trustees o
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with the Trusiess of Koshike Foungafion, and thair decision is this regard will ba Tinal and accapiable to ma
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AGREEMENT by HOSFITAL (WeIE® B0 W)

By alflxing hereunder, signature of our Autherizad Signatary for recommiending (his casefpatiant for financial assistance frem Koshika Foundation, we
{Hosplalh horaby affirm & acceol following:

1] that we nelther are presently nor will in future svail of financial 2esislance from another NGO or any other saurce, for the same patient/cass, a5 we sre
requesting to-gel from Koshika Foundation, 1o the exlent thal such assistance 5 granted by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, I~ par ordn (ull, then the Hospital reservies 11z right lo make up the shertfall from another NGO or any other solrce. This
confimmation sssentially states tral the Heepitel will not avail any duplicate assistance for the same patientcasa from aihar NGO or any other source.
2} This assistance lrom Koshika Faundation s only financialin nature, The choice of the treatmenl/procedure sdvise ducted by the Hospital on the
patient, is bazed on the afrangament between he pafient & the Hospilsl, and s in no way Influsnced by Koshika Foundation. Hanca, the Hoapital will
gssuma sole & complete responsibiity of the frestment & If's outoome & safety of the palisnt, and Keshika Foundation wnulm no role or responsibiiity
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