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DECLARATION by APPLICANT. 50908 pu Wivw 9%:

1) | hareby confiem that all details In this Form are True 10 the best of my knowledge. Any tnse staternent will reador my Apphcation & ongoing assistance, ¥
labla for rejecson'canceliation.

2) | solemnly confirm that sssistance, if received rom Koshiks Foundation, will o used ondy for the “purpose”, 2s stated in this Form, for which such assistance

wars roquested by me

3) | baenby confiem that | have not & will not in Anure, avad of reimbursement, in part o in Tull, from any ather sourcalemployarfinsurance company, of the

for winch this assistance is roquesied
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2) | (Applicant) further agree that any such use of my name, address, photo & details of the “putpose”, for which such assistance is requested/grantod,

wil nol astomatically endte me for Tecenving Or continuing the said assistance, The decision for granting andior conlinuing the assistance wil rost solety

wilh tho Trustees of Koshika Foundation, and their decision is this rogard will Do final and acceptabie o me.
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By affuing hereunder, signalure of our Authotised Signatory 1o recommending this casa/patient for financial assistance from Koshia Foundation, wo
{Hospital) hereby affirm & accept foliowing:
1) that we noither are peosantty nor will in Ature avall of inancial assistance from snother NGO or any other sowrce, for the same patienticase, as we are
requosting %0 get from Koshis Foundation, 1o the axtent that such assstance s granted by Koatdka Foundston. If the roquesied assistance is nol granted
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confirmation essentialy states that the Hospial will not avadl any dupicale assistance for the same patient/case from any other NGO o any other source
2) The assistance fram Koshika Foundation is only financial in nature. The choica of the Yeatment/procedure advisediconducted by the Hospital on the
patient, is based on the arrangemant betwoen the patient & the Hospital, and 1 In no wary influenced by Koshila Foundation. Hence, the Hospital will
assume scle & complete responsibility of the reatment & it's ouficome & salely of the patenl, and Koshika Foundation will have no role or responsibilty
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