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DECLARATION by APPLICANT, s g W vs:
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2} | salermly confitmn thal assistance, f received from Kashia Foundation, will be used only for the “purpose”. as stated in this Form, for which such assistance
was requesisd by me.
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1) By afMliaing my signalure or thumb impression on this Form, | (Applicant) hereby sgres & authorise Koshika Foundation and T's Trusisss io
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AGREEMENT by HOSPITAL (¥=wme 5 %)
By aMiong histeunder. signaluts of our Authorssd Sgnalory for recommending ihks case'pationt for tinancal sssisiances from Koshika Foundaton, we
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2) The assistance frofm Kashika Foundabon la only financial in nature. Tha chaica of the treatmenl/prosedurs advised/conducted by the Hospital on tha
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