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DECLARATION by APPLICANT: sTies & =ivwy 9s:

1) | hereby confinm thal 2ll details o this Form are True (o the best of my knowledge, Any false statement will render my Application & engoing assistance, if any,
|Ebie for rajecton/canceliation.

2} | salemnly confirm that assistance, if received from Koshila Foundation, will be ussd ony for the “purpose”, as stated in this Farm, for which such assistance
was requesisd by me

3) P neeby confirm that | kave not & will natin fulure, 3vad of rembursament, in past or in full, from any other source/employer/insurance campany, of the amount
for which this assistance ks requested. I
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1] By affixing my signatiire or thumb impression on this Farm, | {Applicant) harshy agree & authorise Koshika Foundation and it's Trustees 1o

usainuhiish/put-upireproduce my name, address, photo & details of the "purpose’, for which such sssistance is-requestedigrantad. through any

medium, Inchuding bul not fimited to vertal, print, electronks; for solicliing donations for Koshiks Foundatlon andfor disseminatng information about it's

activitizs/achisvements. Such use of my phote & delails can be made by Koshika Foundalion befors or after my Ireatment or fulfiment of the “purpose”
for which assistanca s baing mouestad

211 {Applicant) further agree thst any such use of my name, eddress, phalo & datsils of the “purpose”, for which such assistance is requestedigranied,
will not automatically entiile me for recaiving of conlinuing the sald assistance. The decision for granting andiar continsing the sssistance will rest salaly
with the Trusises of Kashika Foundation, and their decision i 1his regard will be fing! end accepfable fo me:
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By alfixing hersunder, signaturs of our Autharised Signatary far recommending this casefpalient for financial assistance from Koshika Foundation, we
(Haszital) herety alfrm & sccapt following:

1) that we nelther are presantly nor will in fulure avall of finencial asststance from another NGO o any other source, for the same potlentcass, 55 we ora
requesting 1o et from Koehika Faundation, 1o the extent thal such assistance is granted by Koshika Foundation. If the requested assislance is not granted
by Koshika Foundation, in par or In full, then the Hosgital reserves (s right 1o make up the shortfall fram ansther NGO or-any other source. This
sonfirmation essantislly states that ine Hospital will not avail 2ny duplicate assistance for the same patienticass from any otner NGO or any other sourcs.
2} The assistance from Koshika Foundation |s only financial n nature, The cholcs of the treatmant/procedure sdvised/conducted by the Hespital on the
patiant, is based on the arrangement between the patient & the Hospital, and i In nio wey influenced by Koshiks Foundation. Hanes, the Hospital will

assume eolz & complate responsibiity of the treatment & s oulcome & safety of the patient, and Koshika Foundetion will have no rola or responsibility
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