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BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
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DECLARATION by APPLICANT: STitTw D Whwer wi:

1) | noreby confirm that ai dotals in this Form are True 10 the Dest of my knowledge. Any false statement wil render rry Appiication & ongoing assistance, f any,
hable for rejaction/cancotation.

2) 1 solemnly confim that assistance, If recaived from Koshika Foundation, will e used only for the “purpote”, 8s stated i this Form, for which such assistance

was foquestod by me.

3)1 hereby confirm that | have not & will not in Auaure, avad of reimbursement. (n part or » ful. from any other sowce/empicyerfinsurance company, of the amcunt
for which this 3555%nce is requested
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1) Ly affiing my signature or thumb Impressicn on this Form, | (Applcant) hereby agree & authorise Koshika Foundafion and it's Trustees to

uso'publishiput-upireproducs my name, address, pholc & detads of the “purpose”. lor which such assstance is requesied/granted, theough any

mesum, including but not fimited 1o verbal, primt, slectronic, for soliciting dongtions for Koshika Foundation and/or disseminating information about ir's

actvitesischievemants. Such use of my photo 3 details can ba made by Koshika Foundation belore or after my treaiment or lulfiiment of the "purpose”

for which asssstance is deing requested,

2) | (Appiicant) furthor agree that any such usa of my name, address, photo & details of the “purpose”, for which such assistance i requastocigranied,

will nol automatically entitie ma for receiving of continuing the said assistance. The decision for granting andioe continuing the assistance will rest solely

with (he Trustoes of Koshiks Foundation, and their docision is this regard will be finai and acceplable to me
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(Hospital) heredy affiem & occept following!

1) that we neither are presantly nee will in future avall of fnancial assistance from anciher NGO or any other source, for the same patient/case, a5 we aro
requesting 1o et from Koshika Foundation, 10 the axtent that such assistance is granted by Koshika Foundation, If the requested assistance Is not granted
by Koshika Foundaion, in part or in full, then the Hospitel reserves It's right to make up the shortfall from ancther NGO of any other source. This
confirmaton essentially states that the Hospital will not avail any duplicate sssistance for the same patient'caso from any othec NGO or any other source
2) The asaistance from Koshika Foundaton is ory fimancial in nature. The choice of the treatmentiprocedure advisediconducted by tha Hospial on the
patient, is batod on the arrangement batween the patient & tho Mospital, 30d s in no way influenced by Keshika Foundaton. Hence, the Hospita!l wil

assume sole & compiete responsibiity of the treaiment & It's outcome & safety of the patient, and Koshika Foundation wil have no roie or responsdility
in the mattec
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