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DECLARATION by APPLICANT: e TR v wm:

1)1 hereby confirm that &l details in this Form are True 1o the best of my Ay faise stalemant wil render & ongol ' i
pid i nowiedge my Application & ongoing assisiance, I any,
z}lmhm\;mhrrmmm.nmmmwﬂhmwhnmtuﬁuﬂmmxmmmm
was requesied by me. i .

FH heraby confirm that | have not & will not in future, aved of remiesemant, in pan of in hil, rom any ol ssurcelemployedinsurance company, of the amount
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1) By alfixing my signatuse or (humb (mpression on this Form, | (Applicant) heraby agree & suthorise Koshika Foundation and i's Trusless 1o
use/publishiput-upireproduce my nams, address, pholo & detalls of the *purpose”, lor which such assistance is roquasiedigranted, through any
madium, including but not imited 1o verbal, print, electronic, for soliciting denations for Koshis Foundation and/or disseminating information about it's

activiles/achiovements. Such use of my photo & detalts can be made by Koshika Foundation bafore or after my trealment or fulfiimant of the “purposs”
Tor which nssistance ls baing requasied.
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by HOSPITAL (wemm g0 %01)

By affixing hereunder, signature of our Authorised Signatory for recommending (his case/patient for financial assistance from Koshka Foundation, we
{Hospital) heraby affirm & accapt fallowing;

1] that we reither are presently nor will in future avall of fnancial assistance from anather NGO ar ather source, lor the same petienkicase, as we ane
requasting to gut fromm Koshika Foundadion, o the exfent that such assisiance s granted by Koshika Foundation, If the requestod sssintance is ne! granted
by Koshika Foundation. in part of in full, then the Hospital reserves It's right 1o maks up the shortfall from anoffiar NGO or any other saurce. This
confirmaiion sssentially states that the Hospital will not avad any duplicale assistance for 1he samae patient/case from any other NGO or any other source
2) The sssistance from Koshika Foundation is only financial in nature. The cholce of the Ieatmant/procedures advissd/conducied by the Hospital on ihe
pationt, ks basad on tha arrangamen| batwesn the padient & the Hospital, and is in na way influsnced by Koshika Foundation. Hence, the Hospital will
sssume sole & complete responsitility of the treatment & It's eutcome & safsty of the patient. and Kashika Foundation will have no role or responsiiity
il the malter.
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