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DECLARATION by APPLICANT: sries gt Wi s :
1)1 horeby confirm that all detals in this Foem ace True 1 the beat of my knowlodge. Any false statement will render my Appiication & ongoing assistance, If any,
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actwbesiachiovements. Such use of my photo & detalls can be made by Koshika Foundation before or aftor my treatment or fulfilment of the “purpose”

for winch assistance is being requosied.

2) | (Agplicant) further agree that any such use of my name, address, photo & desaiis of the “purposa”, for which such assistance is requesiocigrantod,

wil not automaticaly entitie me for receiving or continuing the said assistance, The decision for granting andior continuirg the assastance will rest solely

wih the Trustees of Koshika Foundation, and their decision i this regare will be final and accoptable to me.
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AGREEMENT by HOSPITAL (vwems 310 S0%)
By althdng harounder, signature of our Authorised Signatory for recommending this case'patient foc financial sssistance from Koshica Foundation, we
{Hospital) hereby affirm & accept following:
1) that we noither are prosantly nor will in future avail of financial assistance from anothor NGO or any other source, for the same patient/case, &8 we are
requesting to gat from Koshika Foundation, 10 the extent that such assistance ls granted by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, in part or In full, then the Hosplial reserves I's right to make up the shortfall from another NGO or any other sourcs. This
confrmation essentially siates that the Hospital wil not avail any duplicale assistance for the same patienticase from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procecare advisediconducted by the Hospal on the
patient, is based o the arrangemont betweon tho patient & the Hospital, and i3 in no way nfluenced by Koshiks Foundation. Hence, the Hospital wil
assume sole & complote responsibility of the treatment & it's outcoma & safely of the patient, and Koshia Foundation will have no role of responsity

i the matter
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