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DECLARATION by APPUCANT: 55w DU Wivw Wu:
1)1 hereby confiem that o detalls s tis Form are True 1o tho best of my knowtedgo. Ay 1o stalement wil render my Appiication & ongoeng assistance, If any,

labie for rpjecton/cancetaton.
2] | sclemnly confiemn thal assistance, If rocoived from Koshika Foundation, will be Used only for the “purposa”, as stated in this Form, for which such assistance

was requesiod by me,
21 1 Beroby confir that | have not & will not in fulure, avall of relmbursement, in part or in A4, froes any other sosrte/employerinauwrance company, of the

for which s assslance is requestod.
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1) By affixng my signature o thumb impression on this Form, | (Appicant) heroby agree & authonse Koshica Foundalion and i's Trusiees 1o
use/publshput-upireproduce my namo, address, photo & detals of the “purpose”, for which such assistanceo Is requestedigranted, Bwough any
medium, Including but not imizad (o vertal, peinl, elactronic, for soliciting denations for Kashia Foundation andior disseminating information about i's
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Tor which assistance s being roquested,
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will not aulomalicsly enlitie mo foe rocaiving oo contimuing the sald assistance. The docision for granting andior continwing tho assistance wil rest solely
with the Trustaes of Koshixa Foundalion, and thair decision is (his regard will be final and accaptabla to mo.
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| By attixing hereuncer, signature of our Authorised Signatory for recommanding (his case/patiant for inancial assalance from Koshia Foundaton, we

(Hospital) horeby a¥frm & accept (cllowing:
| 1)t we nelher o prosontly nor will In future avall of financial assistance from anothor NGO or any oiher sourcs, for the same palenticase, as we sro

| requesting 1o get feom Koshika Foundaticn, to the extent that such essistance (3 grantod by Koshika Foundation. f the requested assistance is nol granted
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! confiemation essentially states Mist the Hoapital wit not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
| 2) The assistanca from Koshika Foundation is only financial in nature. The cholce of the reatmestiprocodure advised/conduciad by the Hoapital on the

| patienl, Is based on P arangement between the patient & the Hospital, and s In no way Influanced by Koshika Foundation. Hence, the Hospital wil

! assume sole & complete responadiity of the treatment & it's cutcome & salety of the patient, and Koshika Foundalion wil have no role or responsility

I the madter.
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