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DECLARATION by APPLICANT. STRew FI W wF:

1} | hareby confirm that o details in this Form are True to the best of my knowledge. Any false statement will rendor my Application & angoing sssistance, I aivy,
limbiy for rejecticnicancetlation

2} | eslemnly confirm that assistunce, if mceivad from Koshiea Foundstion, will be used only lor Il “purpose”. §s statad In this Form, fob which such ossistants
w3y requesing by me.
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1) By affixing my wignature or thumb impression on this Form, | {Applicant) bereby agres & authorise Koshika Foundallon and It's Truslees to
usniputlishiput-ypireproguce my name, Rddross, photo & details of the “purpose’, for which such assistance is requestadigranted, through any
miesdium, inchiding but nol imlied to verdal, print, slectronic, for solidiing donations for Koshika Foundation andfor tlsseminating information about it's
acthvitieslachiovemeniy. Such use of my pholo & detalis can be made by Koshiks Foundation before ar sftor my treatment o hulfilment of ihe "purpose”
Tar which assistance is being reguesiagd,

2] | {Applicant) turther sgrea that any such use of my name, address, photo & deteils of the “purpose”, for which such assiuiance is requesiedigranted,
will nat sutematicelly entile me for recalving or continuing the sald assistance, The dedision for granting andfor continiing the sssistance will rest solaly
with tha Trustees of Koshlka Foundation, and thelr dacision is this regard will be linal and scoaptable to me.
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By aMxing harsundsr, signature of our Aulhorised Signnls rocommanding thin caseipaiient for Tnancial asslstanco from Koshika Foundalion, we
[Hospilal) harety affirm & accept following:

1) that wo neither are presanily nor will in future avail of financial aesistance from snother NGO or any other source, for the same patientcase, as we ore
requesting to get from Koshika Foundation, fo the sxtent thal such assistance in granted by Koshikn Foundation. If tha requested ssalstance is not gmnied
by Koshila Foundation. i pan or in full, then the Hospltal resarves s right to make up the shortfall from prothes NGO or any other source. This
confirmation eesentinfly stales that the Hospital will not avall apy dupbcate assistance for the same patientcase from any other NGO or any alhar sourci.
2) The assistance from Koshika Foundation ks anly financhal In nature. The choice of ihe treatmentiprocedure advisad/tonducted by the Hosplial on ihe
patiant, s based on the nrangement betwien he patiant & the Hoapital, and in in no way infleenced by Koshika Foundation. Hance, the Hosgital will
sssume sole & complete renponuiblity of the traatment B i's oytcome & safety of the patisnl. and Koshika Fourdation will have no rols o responaibility
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