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DECLARATION by APPLICANT: SFrew g s wa:

11 hizriely cenfirm that all detals in this Form are True to the bestof my knowtodge. Any fatse statement will rander my Application & ongoing assistance, i any,
ffable for rejection/cancollation.

2} | walemnly canfinm that asslstance, It received from Koshika Foundation, wil be used only for the ‘purpose”, as stated In this Form, for which such assistanos

was requested by mea.

3 | herebiy comiirm that | have not & will notin fulure, avail of rembursemant, in part of in full, from any othee sturcetemployerfinsurance company, of the gmount

for whilch this sssistance s requesiod.
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1) By @lfiking iy signature of thumb impression on this-Farm, | (Applicant) hereby agree & aulhonss Koshika Foundation and I('s Trustess to
useipusitish/put-upifeproduce my name, address, pholo & details of the “purpose”, for which such assistance is raquestedigrantad, through any
medium, [ncllding but not limited o verosl, print, electronic, lor soliciting doralions for Koshika Foundation andiot disseminating Information about it's
activities/genievaments. Such use of my photo & details can be made by Koshika Foundation bofore o alter my treatment ar fulliiment of the “purpase”
for which assistanee s being reguestod

2} | (Applicant] lurther agree hal any such wee of my nama, address, phatp & detafls of the "purpose”, for which such assistance s requesiedigranied,
wiil ot aytemratically entitie me for receliving of continuing the said assistanca. The decision for granting andior continulng the asslstance will rest solaly
with the Trusleas of Kashika Foundation. and fheir decision is this regard will Be final and soceptable to mo
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By alhuinig hereunder, signalure of aur Authotised Signatiny for recam casa/patiant for hinancial assistance from Koshika Foundation, we
{Hospital) herety alfirm & accopt following

1} that we neither ane presently mor will in future avill of financ soother NGO or any other souros, for the same palisnticase, o8 we are
requesiing |o gal from Koshika Foundation, 1o the edent that 5. alance is granted by Koshika Foundation, |l fhe requested assistance Is nol granied

by Kashika Faundation, in part ot in full, then the Hospital reserves i's nght 1o make up the shorttall from another NGO or any other source. This
canfimation susanticlly states that the Hospital will not avall any duplicate assistance for ihe same patient/caze from any othar NGO or any othar source.
2] The assistance from Koshika Foundation is only financial in natura. The choice of the rreatment/procedure advisediconductad by the Hospital on the
patient, |s based an the arrangement betwean the patient & the Hospital, and Is in no way Influsnced by Koshika Foundation. Hence, the Hoepitat will
assuime solt & completa responsibility of the treatmant & it's outcorme & safety of tha patient, snd Koshika Foundation will hisve nio role or responsiifity
in the maltar
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