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DECLARATION by APPLICANT. S gm v o:

111 hereby oonfrm St 8 defads in this Form are True 1o the beal of my knowiedge. Any false staterment will rander my Application & ongoing assistance. if any,
lingle for remctionicancefinbon

2} 1 solemnly confirm that assistance, if received from Koshika Foundation, will be used only for fhe "purpose”, as stated in this Form, for which such asssstance
was requimiing by me
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1) By afluing my sigrature or thumb impression on this Form, | (Applicant) hersby agroe & authorise Koshika Foundation and it's Trustees lo
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By affiong heseunde: signatume of ow Authorsed Signatory for recommending |his case/panent for financial assistance from Koshia Foundalion, we
{Hospital) hereby affirm & accepl following

1) that we nedhar are presenty nod will in fuluee avail of financisl assisiance from another NGO or any ofher source. for the same pationt'case, ay we are
requesling lo gel from Koshika Foundation, 1o the edent thal such assistance is granted by Koshika Foundation. Il the requesied sssistance is not grantad
by Koshika Foundabion, n parn of in full, then the Hospiial reserves it's right to make up the shortall from ancther NGO or By olher source, This
corfirmation sssentally stales that the Hospttsl will nol avail any duplicate mssislance for the same palkent/case from any other NGO or any other source
) The assistance from Korhika Foundasaon is only financial in nature. Tha chakoe of the treatmentprocedure advised/conducted by the Hospial on the
patiant, in hased on the arangement between the pallent & the Hospital, and i In na influsnced by Koshia Foundstion. Hence, the Hospital will
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n the matter
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