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DECLARATION by APPLICANT. stdew o v ww:

1)1 harely confirm thal sl dotails in this Form am True o the besi of my knowisdge. Any false siaternent will rendar my Application & ongoing assistance, i any,
able for repeclion/cancellishon,

2} | solemnly confirm that assmsiance, f recelved from Koshika Foundation. will be usad ordy fof tha "purpose”, as statiasd in this Form, for which such sosistance
woes requesied by me
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1) By affixing my signature or thumb impresskon on this Form, | (Applicant) hereby sgroe & authorise Koshika Foundation.and it's Trustees to

use‘publish/put-upireproduce my nama, sddress, pholo & detalls of the “purpase”, lor which such assistance is requestedigrantsd, thiough any

i, including but not limied 1o verbal, print, slectronic, for soliciting donafions for Konhika Foundation andfor deseminating information about s

actvitles/achievements. Such use of my photo & detaile can be made by Koshika Foundation before or after my treatment or fulfiiment of the *purposa®
for which assktance is being requssted

2} | {Applicant) further agree that any such use of my namea, address, pholo & dotads of the “purpose”, for which such assistance is requestedigranisd,
will nol sutomatically antile me for receiving or continuing the sald assistance. The decision for granting andior continuing the assiwtance will res| solely
with the Trustess of Moshika Foundation. and thair dacision i this regard will be linat and scoeptable to me
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By affinng hereunder, sgnaiure of our Authonsed Signaiory for recommanding this casefpatient for financial assistance from Kostka Foundation, we
(Hoapital) haraby aMfirm & sccapt foflowing;

1) thal we neither are presently nor will in future gvall of financial assistance from another NGO or other sounce, for the same patientd/case, as we are
requsnting Lo gt from Koshiks Foundation, to the sxtort that such sssistance s granied by Koshika . If the requeosted assisiance is nol gramed
by Koshika Foundstion, in part or bn full, then the Hospital reserves if's right fo make up the shartfall from another NGO or any other source, This
confirmation edsentially states that the Hoapital will not avall any duplicets sssistance for the same patient/cass from any other NGO o any ofhar source
2} The assistance from Koghika Foundatan is only financial in nature. The choice of the tresimentiprocedurs advised/conductad by the Hospital on the
patient, s based on the arrangement betwoen the palient & the Hospital. and b in no way influsnced by Koshikn Foundation. Hancs, the Hospital will

essume solp & complate respansibility of the treatment & IU's cutcome & salety of the patient. and Kashiks Foundation will have no role or responsibility
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