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DECLARATION by APPLICANT: satisw g Wi 74:

1)1 herely confirm thal all dotalls in this Form are True fo the best of my knowledge Any false statement will render my Application & ongolng assistance, I any,
lisble for rejecionicancaliation,
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1] By affixing my signature or thumb impression on this Form, | [Applicant) hereby sofes & aulhariss Koshika Foundation and I's Trustees o
useipublish!put-uplreproduce my name, address, photo & detalis of the “purpose”, for which such essistance is requested/granted, through any
medlum, Including but not imited jo verbal, print, elactronie, for sabclilng donations for Keshika Foundation andfor dizseminaling Infarmation about it's
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By alfising hareunder, signature of our Authorised Signatory for recommanding this case/patiant for inancial asslsianca from Koshika Foundation, we
(Hospital) hereby affirm & accept faliowing:
1) that we neither are presantly ror will a foture svall of finencial assisiance from another NGO or any olhar source, for the same patienlicass, as we are
raguesting o get from Keshike Foundation, to the extani ihat such assistance & granted by Kashika Foundatlon. If tha requested assittance is nol granisd
By Kashika Foundation, in par or i (ull, then the Hosgital reserves (U8 right 1o make ap the shortfall from anather NGO of any other source. This
canfirmation essentlally statss that the Hespital will not avall any duplicate assistance for the ssme patlent/case from any othar NGO or any othar sourcs
2] The assistance from Koshika Foundation is anly financisl in nature, The cholce of the trealmentiprocadurs advised/conducted by the Hospltal on the
patlent, s based on the arangement between the patlent & the Hospltal, and is In no way influanced by Koshlka Foundatian, Henze, the Hospltal will

mssume solo & complste respongibilily of the restment & (s cutcome & sately of the patient. and Koshika Foundation will havs no rois or responsibiiity
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