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DECLARATION by APPLICANT. 3w Do s w1:

1)!WMMJMhMFwnYMbNdeW Any faire statement will render my Apglication & ongoing
kable for rejocSon/canceliation.

2) | scleennly confirm Bl assistance, if received from Koshiks Foundation, will be used only for the “purpose”, a8 stated in this Form, for which such

was requesiod by me

3) | hereby confirm that | have not & will not in Rure, availl of reimbursement, i part or o full, f'om any other sourcoiempioyerfinsumnce company, of the

for which this sssstance is requesied
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1) By afang my signature o¢ thumb impression on this Form, | (Applicant) heroby agroe & authorise Koshika Foundation and it's Trustees fo

uselpublishiput-uplreproduce my name, address, pholo & detals of the “purpose”, for wiich such assistance s requested/gransed, through any

medium, including but nol imited 10 verbal, penl, sloctronic, for solioting donations for Koshika Foundation and/lor disseminaing informaton about it's

activities/achievemenis. Such use of my photo & details can be made by Koshika Foundation before or afier my treatment or iuliment of the "purpose”

for which assistance is being requested

2) | {(Appicant) further agree Bial any such use of my name, address, pholo & detals of the “purpose”, for which such assistance is requestedigranted,

will not actomasically entitie me for receiving of continang the said assistance. The decision for granting and/or conlinuing the assastance wil rest solely

with the Trustees of Keshika Foundation, and thoir décision is this regard will be final and acceptable 10 me
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By alixing herounder, signature of our Authorised Signatory for recommanding thes casa'pabiont for financisl assistance from Koshika Foundation, we
(Hospital) heroby atfirm & accept following:

1) that we neither are presently nor will in future avall of Snanclal assistance from ancthar NGO or any other source, for the same pationlicase, as we are
requesting to get from Koshika Foundation, 1o the extont that such assistance 5 gramed by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Mospital reserves It's right 1o make up the shartfall from ancther NGO or any other source. This
confirmation essentally states that the Hospital will not avall any duplicate assistance for the same paticnticase from any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature. The choice of the Ireatmentiprocedure advised/conduciad by the Hospital an the
patient, is based on the arrangement betwoeen (he patient & the Hospital, and is in no way influenced by Koshika Foundaticn. Hence, the Hospital wil
assume soie & compiedo rosponsibility of the treatment & i's outcome & safety of the patent, and Koshika Foundation will have no role of responsibility
" the matter,
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