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DECLARATION by APPLICANT: 39w DU W va:
1) | hereby confirm that ol detals in this Form are True 1o !he best of my knowledge. Any faise statement will rendior my Application & onoing assistance, If any,
Sable for

rejection/cancelation.
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scivibas/achiovoments. Such use of my photo & detalls can be made by Koshika Foundation before or afier my trestment or flfilment of the “purpose”
for which assistance is being requested.

2)1 (Applicent) further agree that any such use ¢f my name. address, photo & details of the “purpose”, for which such assistance is requesiedigranted,

will not automatically enttie me for recawing or continng the said assistance. The decision for granting andior continuing the assistance will rest solely
with the Trustoes of Koshika Foundation, and their decision is this regerd witl be fimal ane acceptable 1o me.
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AGREEMENT by HOSPITAL (¥3ms 331 %)
By affixing heveunder. signature of cur Authorised Signatory for recommending this case/patient for financial sssistance from Koshika Foundation, we
(Hospital) heteby afrm & accept
1) that we nelther are presently noc will in Ature avall of financial assistance from anceher NGQ o any other source, for the same potienticase, 83 we are
requeseng 1o get from Koshika Foundation, 10 the extent that such assistanco is granted by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, in part or in full, than the Hospilal reserves X's right to make up the sheetfail from ancther NGO or any other scurce. This
confrmason essentially siales thal the Hospital will not avail any dupicate assistance foe (he same patienticase from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in natiure. The choice of the treaiment/procedure advised/coaducted by the Hospital on the
patient, ks basad on the arangement batwaan the patient & the Hospital, and is in no way Rfiuenced by Keshika Foundation. Hence, the Hospital will
assume sole & complete responsiity of the treatment & it's oulcame & salely of the patient, and Koshika Fouadation will have no role of rosponsibility

in the mattee.
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