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DECLARATION by APPLICANT: #Fw 571 59 73:

111 haroty confirm hat 58 detads in this Form are True 1o e bast of my knowledge. Any false siatement will ranger my Application § ongoing , I any,
knbie for releclion/cancelintion.

2}1 solemnly confirm that assistance, If received from Koshika Foundation, will be used only lor e “puipose’, a5 stiled In this Form, for which such
was recuestod by me.
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1) By afixing my signature or thumb impression on this Form, | (Applicant) hersby agree & Suhorise Koshika Foundation and 1's Trusiess io
useipublsh/put-upireproduce my name, sddress, photo & details of the "purposs”. for which such sasistsnce s throwgh mmy
medsum, including bul not limited 1o verdal, print, electronic, for soliciting donations for Koshila Foundation andior information about it's
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will nat automatically eniiile me for recelving or continuing ihe said assistance. The decision for granting andior continuing the rece Wil rest solaly
with the Trusiees of Koshika Foundation, and their decision is this regard will be final and acceplable to ma.
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By affiaing hersunder, sgnaturs of our Aulhonsed Signatory for recommenting this case/patient for financial assistance from Koshisa Foundation, we
{Hoapital) heraby affirm & accept foflowing:

1) that we neither are presently nor will in future svall of financlal asslstance from another NGO or any other source, for the patent'cass, a5 wo are
requesting Io get from Koshika Foundation, & fhe extent that such assistance is graniad by Kashiia Foundation. ¥ the assistanca is Aot grantad
by Kosnliia Foundation, in pant or in full, then the Hospital reserves il's nght to make up the shorifall from ancther NGO or any ofher source, This
confirmation essentially staies that the Hospital will not avall any duplicate assistance for the same pebenticase from any uﬂwhﬁﬂu.g:m

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospdallon the
patient s based on Ihe arengement batween the patient & the Hospial. and is in no way infuenced by Koshiks Foundaticn. Hence, the il will
Bssume sole & completa responsility of the reatment & i's outcome & safety of the patient, and Koshika Foundation will have no role or
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