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DECLARATION by APPLICANT: SINK® BRI SV 9W:
1) | hereby confirm that all detaits in this Form are True 10 the best of my knowledge. Any faise stalement will rendar my Application & ongoing assistance, If any,
lizbie for rejection/cancellation.

2) | sclemnly confirm that assistance, if récelvad from Keshikas Foundation, will be usad only for fe “purpose’, 83 stated in this Form, for which such asslstance
wad requested by ma,

3} | hereby confirm that | hava not & will ot in futurs, avall of reimbursamant, in part of in full, from any oiher source/employerfinsurance company, ol {ha amaount
for which his assistance s requesied,
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1) By affizing my signalite or thumb impression on this Form, | {Applicant) hereby agree & aulhorise Koshika Foundation and i's Truslees 18
usalpublishiput-up/reproduce my nare, sddress, pholo & details of 1he “purpese”, for which such Gssistance Iz requestedigranted, through any
medium, inciuding but nol imited 1o vorbal, print, electronic, for soliciting donations for Koshika Foundation andior disseminating Information about Ii's
activitiesfachigvemants, Such use af my pholo & detalls can be made by Koshika Foundation before or after my treatmant or Tulfilmant of the “purpose”
for which assistance |s baing requested.

2) | (Applicant) further agroe that any such use of my nems, address, photo & details of the "purpose”, for which such assistance Is requested/granted,
will ot autematically entitie me for receiving or continuing the sald assistance. The decislon for granting andior continuing the assistance will rest sololy
with the Trustees of Koshika Foundation, and (heir decision ks this regard will be final and acoeptable to me.
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By affizing harsutger, signaturs uh:u: Authorlsed Skgnatory lor recommandirig this casaipatien) lor financial assistance from Keshika Foundation, we
(Hospitai) hareby afirm & accepl fllowing:

1) tnant we neither are presently nor will In future avall of financial assistance from ancthar NGO or any other sgurce, for e same palienticase, as we are
requesting 1o get from Kashika Foundation, to the extent that such assistance Is granted by Koshila Foundation, If the requested assisiance is nol grantad
by Koshika Foundation, in part or in full, then the Hospital reserves it'e rght to make up the shortfall from anather NGO or any other source. This
canfirmation sssantinlly states that the Hospital will not avall any duplicale-assistance for the same patlanticate from any other NGO ar any othar solrce
2) The assistance from Koshika Foundation is only financial in nature, The choice of ihe reatmentprocedure advised/conducted by the Hospital on the
patianl, s based on the arrangesent betwean the patiant & the Hospital, and is in no way influenced by Koshika Foundation Hanea, the Hospital will
assume sois & complets responsibility of the tmatment & Il's cutcoma & safety of the patient, and Koshiks Faundation will hava no fole of responsitility
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