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DECLARATION by APPLICANT: 700 &0 Simm 3:

1) | hersby confiom thal af detais in this Farm are True 1o the best of my knowledgs Any false statement will render my Application & dnaoing assistance, if any,
iable for reaolioncancaliation.,

2} I salemnly confirm (Hel assistanoe, I recaived from Koshika Foundation, will be used only for the "purpose”, as statid |n this Farm, for which such assistance
wis requesied by me

i Uherely confom that | v not & will nat in fiture, avadl of refmbusement, inpart or in full, from any olher source/employarfineurance company, of the smount
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V1 By affixing.my signatute or thumb impresslon on this Form, | (Applicant) hereby agree & authoriss Keshika Foundation and its Trusiees to
ugelpunlishipul-upfreproduce my name, address, phole & detaits of thi “purpose”, for which such assistance s requestedigranted, through any
meedium, inzluding but not imited o verbal, print, electianke, for soliciting donalions for Koshika Foundatllon and/or disseminating Information ahout i’z
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for which assistance Is balrg requested
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will not aviomatically entitls ma for receiving or conlinuing the said assistance, The dedision for granting and/sr continuing the assisiance wil ot sty
with e Trustess of Koahika Foundation, and their deciskon is this regand will be final and acceplable o me.
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By alliming hereunder, signatire of our Suthansed Sianatory tor eeommending this caselpatient for inancia! assistance rom Koshika Foundation, we
(Hospitel) heraby affirm & sooept Tollowing:

1) Wt wig nieither are presently nor will in future avail of financial essistanca from another NGO or any oftar source. for the same patientcase, as-we are
reguesting o gel from Keshika Faundaton, 1o the extent (hat such assistance s granied by Koghika Foundation, If the requested assistance is nol granted
by Koshika Foundaton, in part or o il then (he Hespital reseoves it's nght lo make up the shorttall from another NGO or any other source, Thig
canfirmialion gasenlially slales thal the Hosplisl will nol dvall any duplicate assistance for the same patientcase from any other NGO Or any other soume
2] The assistancs from Koshiks Foundation s anly financizl in nalure. The choloe of the treatmenl/procedure sdvised/nonducted by the Hospital on the
patienl, Is based on the arangament between the patient & the Hospital, and 18 n no way influsnced by Foshike Foundation. Hence, thae Hospllzl will
assumesle & complete rasporsibility. of the treatment & 'S outciome-& gafety of the palien); and Koshiks Foundaticn will Fave no rofe of responsitlity
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