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DECLARATION by APPLICANT: wmms G/ Wy 7a;
1i I hereby confirm that all details in this Form are True to the best of my knowledge. Any false slatement will rerder my Application & ongoing assistance, if any,
fiadbia for refectionicancelialion,

2} | soemndy cordem Shat assistance, if recaived from Koshika Founda@ion, will be used onfy for the "purpose’, &8 stabed in his Form, Tor which such assisknce
wae requestad by me.

3} 1 herely confirm that | haee nod '8 wil naf in fulure, aveil of reimbiarsemend, in par or in full, from any olher sourcalsmployecingurance company, of the amount
for which this assistance s requested.
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Tp By afMixing my sigrabsee of thumb impression on this Form, | (Appiicant] bereby agree & autharise Koshika Feundation and it's Trustess 1
Lslpublishioul-upitepraducn my name, address. photo & delads of the “purpasa”, for which such assislance is requestedigranind, ihrough any
mezdium, including but nod limited ta verbal, print, slectronic, for soliciting donations for Keahika Foundalion andior disseminsting information sheut its

acivilion/achievements. Such use of my photo & delsidls can be made by Koshika Foundalion before or after my ireatmend or Bullilmant of the *purpase”
T which stsistance is being requested

2] | {Appicant] furhar agres (hat any such use of my name. addrass, pholo & details of (he *purpose”, for which such assislance i requasiedigrantsd,

will not automalically enlilke me for receiving ar continuing the said assistance. The declsion for grantieg andior sontinuing the assistance wil rest stiely
‘with the Trustess of Kashika Foundation, and their decision is this regard will ba fingd and accaptable 1o me,
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By affixing hereunder, sinalue of our Authorised Signatory for recommending Lhis case/patiend for financia! asstalance from Koshika Foundation, wa
{Hospilal] hpraby affirm & sccapt folowing:
1] that we nefther are prasently nor will in fulure il of financial assistance from another NGO or Bry ofher source, for the same pallenbicsss, as we are
nequasting 1o.gel from Koshika Foundation, o the extent thal such assistance is granted by Kashika Foundation, If the reguestad assislance & nod granted
by Koshika Foundation, in part or in full, then the Hospital resarvas its right to make up the shorifall from another NGO o any olber source, This
canfrmalion gssantaly slates that lhe Hospital wil not avall sny cuplicate assistance far the same pallenticase from any other NGO or any caher Source.
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patiant, |s based on the arangament batwesan the patient & the Hospital, and 5 in no way influenced by Koshika Foundation. Hence, the Hospial wil

aEsume wale & complete responsibiity of the frestmend & #'s oulcoma & sadety of the patient, and Koshike Foundation wil have ng roig oF resporshity
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