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DECLARATION by APPLICANT. sméew gt wWiven wu:

1) I herety confitm that ail details in fhis Form are Trie (o the bast of my knowledge. Any fsles statement will render my Appication & ongoing assistance, If any,
Eublo for ressclion/canoufiniion,

2) | sobermnly confirm that assistance, Il recelved from Konhika Foundation. will ba usad only for the "purposa”, as stated in this Form, for which such nssistancs
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AGREEMENT by APPLICANT {spies gm wum)

1) By affwng my signature or thumb impresson on this Form, | (Applicant) herety agree & puthorise Koshika Foundalion and s Trustees o
usspubishiput-upireproduc my rame, address, photo & details of the “purpose”, for which such assistance is requestedigranted, through any
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AGREEMENT by HOSPITAL (wrms oo %0T)

By sffixing hereunder, signature of aur Authorised Signatory for recommending this case/patient for financial sssistance from Koshika Foundation, we
{Hospitai) hereby affirm & accept following:

V] thal we neithor are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienticase, as we an
requasting 1o gel from muFm.ummemammmuFm.nmwmamm
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patienl, & based on the arangament betwesn the patient & the Hospitai. and i in no way influenced by Kashika Foundation. Hance, the Hoapial will

assume soie & complete responsibliity of the treatment & It's outcome & safety of the pationt. and Koshika Foundation wil have no role or responsibifity
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