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DECLARATION by APPLICANT, Wriw 7 s i,

1)1 heteby confirm that all detads in this Form anme True fo the best of my knowledge. Any faise stalement will rerder my Application & ongoing aesistance. if any,
lable for mepeciion/cancefiaiion,

2) | solemnly confirm that assistance, if received Irom Koshika Foundation, will be used only for the "purpose”, as stated In this Form, lor which such sssistance
wiss roquesied by me

)1 hereby confinm that | fanee nol & will not in future, avail of reimbarsemant, in pan or in full, from any other sourcelemploverinsurance company, of $he amount
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1) By affixing my sgnatisre or thumb impression on this Form, | (Applicant) hevoby agree & authorise Koshika Foundation and Il's Trustees 1o
usepublah/pul-upreproduce my name, address, pholo & detalls of the *purpose”, for which such assistance Is requestad/granied, through any
mndium, incledng bul not limited 1o verbal, print, slectronic, for soliciting donations for Koohika Foundation and/or disseminating information about it's

aciivities/achisvements. Such use of my photo 4 detalls can be made by Koshiks Foundation before or aflar my treatment or fulfiimant of the *purpose”
for which assiinnce is being requestiod

2] 1 (Applicant) further agroe that any such use of my neme, address. photo & detaits of the “purpose”, for which such assistance is requestad/granted,
will mot autormatica®y entitte me for recelving or continuing the sald assistance. The decision for granling andfor continuing the sesistance will rest solaty
with (he Trustees of Koshika Foundation. and thesr decigion is this regard will be final and acceplable 1o me
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By affiung herounder, ssgnature of our Authonsed Signatory for recommending this case/patient for financiad assistance from Koshika Foundation, we
[Hosphal) hemaby affirm & accep!

1) hat we nefther s presantly nos will in future svall of inancial assistance from another NGO or any other source, for the same patient/case, #s we a'e
requesting lo gol from Koshika Foundation, 1o the extent that such assistance s granted by Koshika Foundation. If the requesied assistance is nol grantad
by Koshikn Foundation, in pan or in full, then the Hospital resarves iUs right o maike up the shortiall from anothes NGO or any ol scufos. This
confirmation essentially stales that the Hospital will not avall any duplicate assistance for the same patientcase from any other NGO or any other source
21 The sssistance from Foahika Foundation i only financial in natura. The choioe of the réatment/procedure advised/conductad by the Haospital on the
patiant, is basad on the arrangemant batween Lhe pallent & the Hospital, and ls in no way influsnced by Koshiks Foundation. Hence, the Hospital will
assume $0'e & vomplete responsibility of the treatment & I's oulcoma & satety of the palient, and Koshike Foundallon will have no role or responsibiliy
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