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DECLARATION by APPLICANT: ST 5 ST 3

1) | herety confirm that all detaits i this Form are True to the best af my knewledge. Any fatse statemant will rénder my Applicslion & ongaing sesistance, f a
liabila for repectionicancallation.

2} 1 solemnly confirm that asaistance, it recelved from Kosslkas Foundation, will e used aaly lor the "purpoed’, &8 statad In ihls Form, for which such assistance
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1) By affxing my sighatlro o thumb impression on this Eom, | IApplicant) hereby agree & auihorise Keshika Founoatian and ii's Trustees 1o
usa/publishipui-upireproducs my neme, address, photo & detaiis of the Purposs™ fer which Such Bssistance is requesiedigranted, (hrough any
madium, incluging bul net fimiled o varrtaal, print, elecironic, for soliching donabons for Keshike Foundotion andfar dissaminating information abeaul t's
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2} | (Applicani) furthies agrae that any such uss of my mame, address. photo & detsils of he “purposs”, for which such assistance is requestedigranted,
wiil not automatically sniitle me for tecahing or conlinuing e sui sssistence. The declilon tor granting and/or wantinuing the assistance will rest solaly
wikty the Trustzes of Koshika Faundation, and thair decision is this regard will ba firal end scospthbls (o me.
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By sffixing N=reunder. signature of eur Authorlsed Signatery lor recommending thie cassfpatient for financial assistance from Koshika Foundatian, wa
(Hosgital} heraty affirm & accep! fallowing; )
1] thal wa hethes ara presantly nar Will In iture avall of financlal assistance from anether NGO or any other source. for the same pafienticass, a5 wa oro
requesting ko gal tram Kashika Foundation, ba fhe oxtent thaf such assistance is granted by Koshiks Feoendstion If the reguesied assistance is nol grantsd
by Koshika Fourdalion, In pant or in full, then e Hospital ressrves j's right 1o make up the shortfell from aagther NGO or any other soutos This
canfirm=tion essmntally sistes that the Hosptat will notavall any duplicate assisiance for (he sams patiedbicass from any other NGO ot any ather source
Z) Tha assistancs from Koshlka Foundation is only finenclal in nature. The cholce of the Ireaimentiprotedure sdvisedioonductsd by the Hospltsl on tho
patient, is besed on Ihe arrengement between the palient & the Hospital, and is in no way influentcad by Koshiks Foundation. Hence, the Herepital will

B3sume s0i= & complsta respansitilily of the treatmant & it's oulcome & safety of the patient, and Koshika Foundation will Rave no rale or respansibiiity
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