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DECLARATION by APPLICANT: T BT wimms 7w,
1) | hersby confirm that sil detais n s Foem are True to the best of my knowledgz. Any false statement will rendar my Appiication & ongoing assistance, If any,
lisblo for mjecianicancedation.

2) | solemnly confirm that meslstance, I recelved from Kodhika Foundation, will be used anly fas tha "purpass”, as stated in this Form, for which such assistanca
was roquesied by me.
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1) By effoung my signaturs or thumb impression on s Form, | (Applcant) herely agree & suthorise Koshika Foundation and i's Trustess to
uselpublishput-up/reproduce my name, address, pholo & defalls of the “purpese’, for which such agsslance s requestedigranted, through sny
miedivm, including buf nol mited 1o verbal, prind, electronie, Tor saliciing donations for Koshika Foundalion andior dissaminating information about It's
potivitesfachlevements. Such use of my pholo & detafis can be mada by Koshika Foundation before o after my reatment or fulliment of the “purpose”
far which ssslstance is belng requested, .

211 (Appiicant) furiher agees (hat any such use of my name, addrass, phiclo & detalls ef the "purpose”, for which such assistance is requesiad/grantad,
will net automatically sntille me for recelving or conlinuing the sadd asulstanco. The decielon for granting andior cantinuing the assistance will rest solely
with the Trostees of Koshika Foundation, and their decision Is this regard wil be final and scceptable to me.
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By affixkng hereunder, signature of our Authorised Sknalory for recommending this case/patient for financial nssislance (rom Koshika Foundalion, we
[Hespital) hereby affirm & accen) folowing:

1) that we nalther are presently nor will In luture avall ol financial assistance lrom ansther NGO or any cther source, for the same palienlicase, as we are
requesting 1o get from Koshiks Foundation, to a extent that such assistance (s granted by Koshika Foundation. If the requested sssistance |s not granted
by Meshika Foundation, In part of |n full, then the Hosplial resereas W' tight (o male wp the shorfall from anather NGO or sny other source. This
oonfirmation esseniially states thal the Hospila! will not avail any dupficate assstance for the sama pafiont'case from any other NGO or any other source.
2) The assistance from Koshlka Foundation |5 enly fnansial In nature. The cholee of the treslment/procedure advised/conducted by the Hospital on the
patient, in based on the erangement botwaen the patient & the Hospéal, ond is in no way influenced by Koshika Foundation, Hence, the Hospital will
Bssume scla & complele responsbility of the reatment & II's outcome & safaly of the pallent, and Koshika Foundation will have na role of responalbility
in the mather,
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