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DECLARATION by APPLICANT. itvs 30 www oi;

1) | heroby confem that ol dotails in Tis Form are Truw to $ho best of my kntwlodge. Any falss stalomont wil rendur my Agpication & ongolng assistt’
Rablo for rejecton‘cancallation,

2) | solemnly confirm thal sssstance, I received from Koshika Foundetion, will Do usad onfy for the “purpose”, @9 stated in this Form, for which such

was requested by me

3) | heeoby confirm that | have not & will not in Raure, avall of reimursement, in part or In full, from any other sourcademployainsunnce company, of the

for which thin aasstance is requesind.
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1) By affixing my signuture or thumb imprassion on this Form, | (Applicant) herety agroe & authorise Koshka Foundation and I's Trustees o
useputlstiput-upineprodece mry Name, address, photo & detalls of the “purpose”, for which such assistance is requestedigranted, #irough any
medium, inciuding but nol imited 10 verbal, peint, olecironic, for solicling donations for Koshika Foundaticn andlor disseminating infoemation about it's
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for which sssistance s being requested
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with the Trustoas of Koshia Foungation, and their declaion is tis regard will be final and accepiadile 1o me.,

1) VAT W N v w s wh e e, f (svten) aned a9 it wom o @ v s ol el el T wt sy e { % 90 ow,
v, Wiz st @ fwre o o o £ T Cwte e, 01, wews gt e @ g e st Teeed & B fed @ v we

® suity wrt ® Sy sfep b St W fewor 90 peee ¥ ot w w3 et R M Ceow e T ool st by

2) % (sotex) wu oy § wvse f 0% 95U v, o i ol fevry W 1 weem © axtel 3 iy & 5 v s w0 pest it v va e ¥

“wifow® wey v il w el ol o wernrll B

APPUCANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
spice ¥ vyt B S W e

St

AGREEMENT by HOSPITAL (v BT &4t)

By affixing herounder, sgrinture of our Authorised Signalory for recommending this caselpatient for Branclal sssistance Som Koshika Foundation, we
[Hospilal) hereby a%rm & sccopt following:

1) that we neither are presontly not will in figure avall of financlal sssistance fom another NGO or any othor scurce, for e same patonlcase, 53 we are
tequesiing 1o get from Koshika Foundation, 1o the extent that such sssistance (s granied by Koshika Foundativn, If the requested assistance is not granted
by Koshika Foundation, In part or In S, then the Hosphial reserves It's right 1o make up the shortfall from ancther NGO o any ofhier source. This
confirmation essentialy states that the Hospital will not avall any duplicate assistance for the semo pationt/'case from any otver NGO o¢ adry Other sowIce.
Z) The aseitance from Koahiks Foundation is cnly Snancial in nalure, The choice of the reatmentiprocedune sdvisediconduciad by the Hospital on the
patierd, Is based on te arangoment botwaen the patiert & the Hospltal, end is In no wiry influenced by Koshika Foundation. Hence, (he Hosplial will

sssuime s0’e 5 complote responsibitty of the teatmont § I's outcome & saflety of the patient, and Kostia Foundation wil have no role o responsidiity
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