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DECLARATION by APPLICANT: S 0 1w

1)1 hereby confiem that 3l detsils in this Fofm ars True 1o ihe best of my knowledae. Any false statement will render my Application & ongelng assistance, #any,
Eabile for regction/canceltation. '

2} ! salemnly confirm that assistance, i recaived from Koshiks Faundation, will be used only Tor the "purpose”, as stated I this Form, for which-sueh assisiance
was reguesiod by ma.

3§ 1 hesteby corfirm that | have mot & el ot in luture, avall of reimbursemant, in part ar in fudl, fram any oiner sourceiemployerinsurancs company, of fha amnount
fear which thi gzsisiance is requosiesd
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1] By aflixng my signaturs or thumb impression on this Form, | (Apphicant) hereby agres B authorise Koshika Foundation and il's Trustees to

useinublishiput-upiraproduce my name, audress, photo & details of the “purpese”, for which such assistance s requesled/granted, through any

meslum, insuding bul nat irmited 1o verbal, print, slectraniz, for soleiiing donations for Keshika Foundation and/or disseminating information about it's

sEtivilissiachiguamanis: Such use of my phole & delails can be made by Koshika Foundation before or sfter my treatment ar fulfilment of tha “purpose”
far which assistancs is bomg requesied

21 | (pplicant) funther agrae that any such use of my name, address, phioto & details of the “purpase”. fof which such assisiance s requesledigrantad,
wil rol aulamaticaly entife me for recelving ar cantinuing the said assistence. The decision for granting andlor conlinuing the assisiance will resl soialy
willi the Trustees of Koshika Foundation, snd their decision isthis regard will be final and accaplable to me
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Sy @ffinng newunder. signalure of aut Authorised Sigralary for recommending thie case/patient for fingrcial assistencs from Koshiks Feundafion, we
[Hoeptal) heraty affirm & sccept following:

1} thist wer nelihver ame presently nor will in futures avail ol financial assistance from another NGO or any other source, for the ssme patienlicase, Bs wo am
pequesting b gel from Koshika Foundation, to the extent that such assistance |s aranted by Koshika Foundation, Il the reguesied assistance is nol gianted
by Mashiks Foundallon, i part or in lull, 1hen the Hospital reserves i'e fight to make up the shortfall from seother NGO or any ofner source, This
confirmation Essantinlly siates thal the Hospital will not avall any duplicate assistance Inr the same patianiicase fram any other NGO or any other seUre
2| The assistance from Koshika Faundation i only finzncisl In paturs, The choice of thi Foatmentprocedura advisediconducted by the Hospitat an ths
patiant, i based on the arangement between the patient & the Hospital, and i In na way Influenced by Koshika Foundstion. Hanca, the Heospital will
E3sume seie & complele redpansibiity of the traatment & i's outcomes & safety of ihe patient, and Koshika Fﬂundﬂ'!,ll}ﬂ will rave no role or responsibility
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