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DECLARATION by APPLICANT. Sl g7 Sver ¥v:

1

immmﬂ% in this Form are True o the best of my knowkedga. Any false statemont will render my Application & ongoing assistance, if any,
2] | solemnly confirm that assistance, i recetved from Koshika Fmrduﬁm.wlﬂbuuudm!rlmmmm'.umudmmrm,fmmwm
was requissiat by me

3) | hareby contirm that | have not & will not in fulure, awﬂmnm,nmuhmu.mwmnmmmm.dmmi
for which this assistance is requeied
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AGREEMENT by APPLICANT (3% &1 %T0)

1} By affiting my signitute o thumb IMprassin on mm Form, | (Applicant) hetoby agres & autharive Koshika Foundabon and ir's Truptees bo
use/publishiput-upireproduce my name, address, photo & st of the “purpase”, far which such ausistance |6 requestedigranted, thtaugh any
medidiim, intlading bul not imaed 1o veroal, prnt, elecireme fo¢ saktiling denatlons for Kostilka Foundation andiol disseminating inforrmation sbout it's
sctivilissachiammants. Such use of my photo & delails can bs frima by Keshika Foundation bolors o afiad my treatmiant of fulfiiment of the “purpose”
Tor which BsEISIaNcE 18 being requesied.

211 (Appbcant) turthes agree that any such wise of y name, addrews, phiolo & details of the “purpese’, for whith such assistance is requasist/granisd,
will not sutomatically antithe me for recelving of continling the said assisiance. The decision for granting and/or continuing the sssistunce will rast soialy
with the Trustees ol Koshika Foungalion, and their decsion is this regard will be final and accepiable i mo
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AGREEMENT by HOSPITAL (¥wm F %1)

Brmmm,wmwmmmwmmwﬂmm:mmhrwm#umMFMM
{Hospital) hersby affirm & accept following: )

1} that we neithér aro presentiy nac will in future avail of Hinatcial assistance from another NGO or any othar source, for the same patientcase, 35 we are
requesiing to get from Koshika Equndation. to the exisnl that such assistence is granted by Kashika Foundalien. If the requested assistance iy not grnted
wmnhnwm.hmnnrmm.MnmHmpwmﬂ’mmlwmwtmmuﬂmmNGOu sy offwr source. This
mnmmmessmﬁawntm-lm:hnﬂn-:piwwlllnmhﬂuaﬂvdupﬂmlnWhmmmmm!mnnymﬂﬁommymm.
2) Tha assistance from Koshika Foundation ts only finasiiial in rature. The cholce of Tha treaimentiprocsdura advisedicondi=tad by tho Hospilal on the
pnhnl.mhumﬂmmmmqmnlhm&nwum&lh:ﬁnwﬂl.wdummwny|nnunmdbykusthuw\dniun Henca, the Hospital will
assume sole & complet responsibiity of the treatmaent & i's outoome & safely of ihe pationt, ind Koshika Foundaticn will have na role of responsibility
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