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DECLARATION by APPLICANT: =g @ S wa:

1) | heseby confirm thal all detalls in this Form ate True to 1k besi of my knowlodge. Any false statomant will render my Applicalion & ongoing assistance, [Fany,
lizixle for redectionicancedlation.

2} | selemniy confirm that azsistance, f recaived fram Koshika Foundatles, will be used only for the "purpose”, as stated in this Form, far which sech assistance
waz requasied by me.

3) | hiretey confirm that | have nod & will not in future, avall of reimbursament, ih part or In full, from any ather sourcelemployerinsuance company, of the amount
fon which [his assistarse is requesiod.
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1) By aflizing my slgnature or thumb impreasion on lhis Form, | |Applicant] besaby agres & sulhoriss Koshika Feundation and if's Trusiees 1o
useipublishiputup'reproduce my name, sddress. photo & delalls of the “purpose”, for which such assistance iz requestodigranted, through any
madlam, including byt nat lirmited (6 verbal, print, @ectronle, for soliciing donations for Koshika Feundation sndior disseminating infarmation abaut Itf's
acihviles’achisvements, Buch use of my photo & detsils san be made by Keshika Foundation before of after my reatment or fulfiment of he *purpose”
for which aasistance is being requesiad.

2) | {Applicant) lurihar agras thal any such uso of my rame, address, photo & detaills of the “purpese”, for which such sessstence s requestedigrented,
wiil not auiomatically entitie me for receiving or confinuing the said assistance. The decislon far granting and/or continuling tha assistance will rest solely
with the Trustees of loshika Foundalicn, and (halr decssion le his regard will be linal snd acceptable o me.
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By affixing heraunder, signature of our Authorsed Slgnalary for recommending this caselpatient for financial assistanca from Koshika Foundation, we
{Hospitai) hereby affirm & sccept fallowing:

1} that we neither are prasently por will in future avall of finsnclsl assistance from another NGE or any ather saurce, for the seme patlent/case, s we are
requesting i gat from Koshika Foundation, (o the axtant (hat such gssistanca = grantod by Keshika Faundation. I the requested assistance ig not graniad
by Hoshika Faundatlion, in part or In full, then the Hesplial reservis [1's fabl 1o make up the shortiall from angther NGO orany ottier soures, This
corfirmation essentially statos that the Hespital will not avall any duplieate assistance for the same patlenticase from any oiher NGO ar any other soures.
2) The asslstance from Koshika Foundation is orly financial in nature. Tha choice af the treatmant/precedurs advised/conducted by the Hoepital on the
patient, B bazed on the srrengement betwean e patisnt & the Hoopital, and I in no way infleanced by Koshika Foundabion. Hence, the Hospital will
azsuma saole & compiele responsibility of the treatment & It's oulcome & safety of the patlent, and Keoshlka Foundation will have no rale or responsibility

I the matter.
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