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DECLARATION by APPLICANT. STew g sieom om: )

1} 1 narety canfinm that afl detalls m this Form are True 1o the bist of my knowdedge. Any false staterment will render my Application & ongaing assistance, i any,
Eabie for reppclion/cancaiiation.
2} 1 sbemnky confirm that aesistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated |n this Form, for which such asslstance

wa requested by me,
31 | haraby confirm that | have not & will nat in future, syall of mimoursemant, in part o in full, from any other sourcalemployerinsutance campany, of the amaunt
for wivich this aegiziance o eguested,
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1) By affiung my signature of thumb impression on g Form. | {Applicant) hareby agres 3 authongs Koshiks Foundation and IU's Trustess 1o '
use!publishiput-upireproduce my name, abddness, photo & detads of the “purpose”, fof which suth assistance is requested/granted, through any

rrerdier, including bt not livited o vertal prind slisctenic, fof saliciting donations for Koshiks Foundation gnd/er dissaeminating Information aboutl it's

aotivitiesachisvements, Such usa of my photo & detsis con be made by Koshika Foundation befons of after my testmaend or futfilment of the *pufpose”
for whith assistance is being requested,

2) | (Applican!) funher sgree thal any sueh use of my name, sddress, pholo & detalls of the "purpose”, for which such assistanca s requestedigranied,
will nat autarralically entitle me for recaiving of continling the said assisiance. The decision for granting and/dr continuing the assistance will rest solaly
with the Trustoes of Koshika Foundation, and their decison s Ihis regard will ba firal and acceptable to mo.
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By affing hereunder, signature of ol Authansed Signatory for recommending (his caso/patient for finnncial assistance from Koshika Foundation, wa
(Hospltztl) hareby affirm & accept Tollowing:

1] that we neither are presently nor will in Ruture &vail of financial assistance from another NGO or any other source, lor the samae pationt/case, as we are
requesiing to get from Koshika Foundastion, to the extent that such asslstance is granled by Keshika Foundation. If the reguested assistance is nol granted
by Koshika Fouimdstion, in part o in full, thees the Hosplial reserves iU right 1o make up the shortfall from another NGO or eny other source. This
confirmation essenilally staing ihat the Hospital will not avail any duplicate assistance for the same patienticase from any oiher NGO or any other source
2) The assigiancs from Koshika Foundalion is only financial in nature. The cholce of the irmtment/procadure advisaditonducted by the Hospital on the
pallert; s based on the arangaTenl Btwesn e gatiend & the Hospital, and Is In no way Inflignced by Koshika Foundalion, Hence, the Hosplal wilt
aEEUme sola & compiats respansibility of tha irestment & il's outcome & salsty of Ihe patient, end Koshike Foundation whi have no role or responsibility
in the matier
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