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DECLARATION by APPLICANT. SIT9es [ e wa;

1)1 harety confirm that ad detads in this Form are True 10 the best of my knowledge. Any false statement will render my Application & ongoing assistance, If any,
kable kor repecionicanceliation,

2} 1 aclemnly confirm that sssistance. i recefved from Koshika Foundation, will be used only for the "purpose”, as siated in this Form, for which such assistance
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3} 1 pavely confirm thal | have not & will not in futire, avail of rembursement, in pat of in full, from any other sourcelemployerinsurance company, of the amount
lor which Wis sssisiance & reguesied
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A GREEMENT by APPLICANT (sies 0 wot)

1) By affining my signature or thumb impression on this Form, | (Applicant) heraby agree & aulhorise Koshika Foundation and If's Trustees o
use/publishiput-upireproduce my name. address. pholn & detalls of the "purpone”. for which such assistance is roquestedigranind, through any
medium,; incloding but not limited i verdad, print, electronic, for sobidling donations for Koshika Foundation andlor disseminating information aboul s
pcinities/achsavamenis. Such use of my phots & detalls can be made by Koshiks Foundation belore or sfier my inestrnent or lullliment of ihe "purpose”
for which assistance is being requested.

231 {Applicand) further agroe that any suth use of my name, address, photo & detads of the “purpose”, for which such assistance is requested'granted,
will ot automatically entitie me for recelving or continuing the sald assistance The deckskon for granting andior confinuing the assistance will rest sohely
wilh the Trusteas of Koshiia Foundation, and their decision is this regard will be finai and acosptable 1o me.
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By atfung hereunder, ssgnature of our Authorised Signatery for rece g thi sase/patent fof finmncial assistance from Koshia Foundation, we
(Hospital) hersby affirm & acceot following:

1) that we nedher are preserdly nos will in future avail of financial assistance from another NGO or any other source, for the same pallentcase, as we are
requesting (o get from Koshiks Foundation, to fhe sxtont that such assistance is granted by Koshika Foundation. If the requestad sssistance & nol granted
by Moshika Foeundatian, in pan of in full, then the Hospltal reserves it's right to make up the shorifall from ancthar NGO or any other aource, This
cenfirmation sssentially sistes thet the Hospital will not evail any duplicate assistance for the same patient/case from any other NGO or any ciher source.
2) This mssmtance from Konhds Foundation i only financial in nature, The choloe of the treatmentiprooedune advised/conducted by the Hospltal on ihe
patant. 15 besed on the amangement betwesn the patient & the Hospital. and i in no way influenced by Koshika Foundation, Hance, the Hospital will
assume sols & compliete responkibiity of the trestment & it's outcome & salety of the patient, and Koshika Foundation will hiave no rale or responsitillity
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