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DECLARATION by APPLICANT: Siew £ shren w3

1} | hereby confirm that all delally in this Form ane True to the best of my knowledge, Any lalse statement will rendes my Applicalion & ongolng assistance. If any,
lisble for refectionicancaliation.

2} | solemnly confirm that asslstonce, I received from Koshika Foundation, will be used only for the “purpose”, as stated in this Fom, for which such assistance

was requested by me.

) | harety cordiem thal | have nol £ will nat in futurs, svall of reembursement, in par of in (ull, from any other soute/employesinsurante company, of the ameaunt

for which his assistance is requested.
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1) By affixing my signature or thumb impression on this Form, | (Applicant} heveby sgree & authorise Koshika Foundation and i's Trusiess o
use/publsh/put-up'reproduce my name, address, photo & details of the “purpose”, for which such assistance is reguesied/granted, through any
medium, including but nel imizd to verbal, print, electronie, for solisiting donations for Koahika Foundalion andior dissaminating informaton aboul it's
activities/achisvements. Such use of my pholo & details can bo maede by Koshike Foundation befors or aftor my treatment or fulfiiment of tho “purpose”
for which sssistance ks being requestad,

2) | [Apphcant) furiher agree thet any such use of my name, address, pholo & detalls of the "purpose”, for which such sssssiance |s requesindigranied,
will rol sutomatically entitle me for receiving of confinuing the said assistance. The decision for granting andlor continuing the assistance will rest solsly
with the Trustees of Koshika Foundation, and their decision i this regard will b final and acesplable (o me,
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By afixing hersunder, signature of our Authorsed Signatony for recommaending this case/patient for inancial assisiance from Koshika Foundation, we
{Hospital} hereby affirm & accapt following:

1) thal we neither are presently nor will in luture ovall of fnancial assistance from anather NGO or any olher source, lor the same patientoass, os we are
requesting to pat from Koshika Fowndation, to the extant tha! such assistance s granted by Koshiks Foundation, If the requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital roserves i's right to make up the shonfall from another NGO or any other source, This
confinMmetion essantially states that the Hospital will not avail any dupficate assstance for the same patient/case from any other NGO or any other source.
2) The assistence from Moshika Feurdation |s only financial in rature, The cholce of the teatmeni/procedurs advised/conducied by the Hospial on the
patent, is based on the amangement betwsen the patient & the Hospital, and isin no way influenced by Koshika Foundation. Hence, the Hospital will
ansume sole & complele mepondiblity of the treatment & if's outcoma L safety of the patient, and Koshika Foundation will have no role of respanaibiiny
in e matier.
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