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DECLARATION by APPLICANT: S5iaw &7 Wiowm 7a:

1) | horeby confirm that all details n this Form-are True to the best of my knowledge: Any false statament will rendér my Application & ongoing assistanca, i any,
fabie for rejection/canceliation, 4 4

2) | sotemnly confirm that sssistance. if recaived from Koshika Foundation, will be-used dnly for the *purposs”, &5 steted in fnis Form, Tor which such assistancs
was requested by me.

3] | hareby confirm tnat | have not & will not in future, svail of refmbursemant, in part or In full, Trom any other saurcefamployerfingursncs company, af the amount
far which this assisiance is requesied,
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1) By aMixzing my sigrature or thumb impression on this Form, | (Applicant) hereby agies & authorse Koshika Foundatlon and s Trustess Io
use/publishiput-upirepreduce my name, address. pholo & details of the “purpose”, for which such assistanceis requestedigrantad, through ary
med|um, including but nal limiled to verbal, print. electronic, for soliciting donations for Koshika Foundation andior disseminating information about It's

aclivitieslachievemants, Such use of my photo & details can be made by Koshika Foundation before or after my treatrment or luifiment of the ‘purposs”
for which assislanoe s baing requested

2} | {Apphcant) further agres that any such use of my name, address, photo & datalls of the “purpase’, for which such sesistancs is requasted/granted,

will not automatically entile me for recelving or continuing the sald assistance. The decision for granting andfor continuing the assistance will rest solely
with the Trustees of Koehika Foundation, and their decision (s this regard will ba final and acoeptabla to me
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By affixing hereunder, signiture of our Authorised Slanaiory for recommanding this caselpalient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) that we neither are preseritly nor will in future avail of financial essistance from another NGO or-any other source, for ihe same paiientcase, as Wi are
requesting to get froim Koshika Foundation, to the extant that such assistance s granted by Koshika Foundatien. IT the requesied assistance |s not granted
by Kashika Foundation, In part or in full, then the Hospltal reserves it's right to make up the shorifall from ancther NGO or any other source. This
confirmaticn essantially states thal thie Hospital will not avall any duplicals assislance for the same patient/case from any olher NGO or any other source,
2} The assistance from Koshika Foundation is only financial In nature. The cholce of the reatment/procedure adyisedicondicted by the Hespllal on the
patient, is bassd on the arangemant batwesn Ihe patient & tha Hospital, and is in no way influsnced by Koshika Foundation, Hence, the Hosplital will
assume-sole & complaty responstbility of the treatmeant & its outoome & safety of the patient, and Koshiks Foundstion will have no rola or responsibility
in the mattar
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