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DECLARATION by APPLICANT: WSS T 9w Ws:

1 | hresaty confirm that 21l dotails In this Form are True 1o the beet of my knowledge. Any false siatement wil randes my Application & engoirg assistance, if any,
Highle for rejection/cancelation.

231 salemaly sonfrm that assistance, f raceived from Roshixs Foundation, will be usea only for the “purpose”, & stated In his Form, lar which such assistEnce
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tor which this asssstance is requested.
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1) By-afllixing my signsture or thumb impression on this Farm, | (Applicant) hereby agree & authorise Koshika Foundation and s Trusteesio
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AGREEMENT by HOSPITAL (weams g +0)

By affping hereundsr, signature of our Authorised Signatory for recommanding this caselpatiant for financial assistance from Kashika Faundation, we
{Hospiat) hareby affirm & accept fallswing:

1) that we nelther are presently not wil in future sveil of financial assistance from another NGO or any other source, for the sams patisnl/case, a5 wa ard
requesting to get from Keshiks Foundition, o tha exinnt thal such assistance ls granted by Koshika Foundation. If the requiosted assistance 15 not granted
by Koshika Fourdation, in part of in full, then the Hospital reserves it's ight to make up e sharttall from anothar NGO ar any other source. This
confirmation esseniially states that ihe Hosplial will natavail any duplicats sesistanga for the same pafient/case tram any other NGO o7 any othisr =ource
9} Ther assistance Irom Koshike Foundation is only financial in natre The chaica af the treatmentprocsdures advisediconducted by the Haspltal on the
patient, is based on thi arrangemant batwean (he patlent & tha Hospital, and is in no woy influsnced by Koshike Frundation. Henca, tha Hospital will
asstire 9ala & compiete responsibility of the trestment. & s outcome & salety of tha patlant, and Koshika Foundation will kave no rols of respansibiity
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