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DECLARATION by APPLICANT: sTHes gR1 WTooy w;

1)1 hersty confimm that all detalls in this Form are True to lhe besl of my knowledge. Any false statemanl will rander my Application & ormoing assistancy, IFany,
liable for rejectionicancalistion.

2}1 solemnly confirm that assistance, i recalved from Koshike Foundatian, will be used only for the “purposs”, as stated in fhis Fonm, for which such assistanoe
was raquested by me,

3} 1 hersby confierm (hat | have nat & will not in fulurs, avail of relmbursemant, in part of in full, from any other sourcefemployerfinsurance company, of the-amaunt
for which this assistance is raquesiad.
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1) By affixing my signature or thumb impression on this Form, | (Applizant) haroby agies & sutharise Koshika Foundation and i's Trustaes 1o

use/publishiput-uplreproduce my name, address, photo & detsils of the “purpess”, for which such assistance is requestedigranted, through any

miedium, including but not limited (e verbal, print, electronls, for solisiiing donalions for Keshika Foundallan andlor diszeminsting information aboul It's

pclivitiesfschievements. Sueh use ol my phols & detmils can be made by Koshiks Foundation before or gller my reatment or fulliment of the "purpose”
fat which assistance (s being reguesiad.

21| (Applicant) further agree that any such use of my name, address, pholo & delails ol the "purpose”, for which such assistance Is requestedigranted,
will nol automatically entile me for recelving or continuing the said assistance. The decision for granting ander santinuing the assistance will rest solaly
with the Trusiees of Koshika Foundation, and their decision is ihis regard will e final and accaptable o me.
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By affiuing haseunder, signaturs of our Aulhorsed Signatery for recommending this casa/pafien for financial assistance from Koshika Foundation, we
|Hospital] hereby afiim & socept faliowing:

1) that we nelther are prasently nor will In future avall of financied pesstance from anothar NGO ar any other source, for the same palont/oass, &8 we &5
requesting to get from Koshika Foundation, to the xlent that such azsistance iz granted by Koshlka Foundation, I the requesied assistance s not granied
by Koshika Foundation, in pan or i full, then the Hospital reserves |1 right 1o maks up the shartfall from anather NGO or any athar source, This
eonfirmation sssentially states that the Hospitsl will nol svail any dupficate assistance fof tha sama patisnticass from any other WG or any other saurce.
2) The assistance from Koshika Foundation |s only financial In nature. The choice af tha reatmantiprocedurs advisedieonducted by the Hospital on he
natiant, Ie based on e afrangement betvash tha patient & the Hospital, and 18 in no way influsnced by Koshika Foundation. Hence, the Hespltal will
sssume sole & complete responsibllity of the freatment & IV's outcome & sofety of the patient, and Koshiks Foundation will trva no mole or responsibiity
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