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DECLARATION by APPLICANT: SRR BT STom 99:

1} | hereby confirm that all detaiis in this Form are True to the best ol my inowledge. Any faise elatement will render lcation & cn ABEIs ‘Ifa
iinble for rejection/cancefiation. vy Appl going assistance, if any,

2} I solemnty conflrm that assisiance, If recabvad from Koshike Foundatian, will be usad enly torfhe “purpose”, as statad In this Form, for which such assistance
waE requesiad by me.

3} 1 hereby confirm that | have not & will nat In future, avall of relmbursement, in part or in full, from any oiher sowce/employerinsurance comaeny, of the 2moun
for which this essistance is requested
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1) By aflixing my signature or thumb impression on Lhis Form, | (Applicant) hareby agres & authorise Koshiks Foundation and I{'s Trustees 1o

usalpublishfput-upireproduce my name, address, photo & deteils of the “purppse”, for which such asststance Is requestadigranted, through eny

medium, including but not limited 1o verbal, print, alectronle, for soliciing donatione for Koskika Foundation andior disseminating information about i's

sttiviies/achisvemanis. Such use of my pholo & dotails can be made by Koshika Foundation before or affer my trestment or fulfitment of the “purpose”
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wlll not automatically entils me for recelving o continuing the sakd sssistance. The decision for granting andlar continuing the sssistance will rest solsly
with thia Trusiess of Koshika Foundation, and thelr decision is this regard will bs final and acsepiable to me.
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By affixing hareunder, signatune of our Autherised Signatary for recommending this casefpatiant for financial assistance from Hoshika Foundalion, wa
{Hospital] haraby affirm & sccept following: .

1) that wa neither are presenity nar will In future avatl of financlal assistance from angther NED or any olher sourcas, for the same patient/case, 2t wa afo
requesting to got from Koshiks Foundation, to this extent 1hst such assistanca is granted by Koshika Foundation, If the requested assistance |5 not grantiad
by Kashika Foundstion, In part of In full, then the Hospllal reserves IF's right to make up the shortfall from anather MGO gr any other ource. This
confirmation essentially stales that the Hospitsl will not evall eny duplicals sssistance for the sama patienticase Irom any wther NGO or any cther source
2} The assistance from Koshika Foundation is only financlal In natirs. The cheice o the reaimenl/procedurs avisediconducted by tha Hospital on tha
patisnt, is based on the arrangement belwean the patiant & the Hospital, and Is in no wiy influsnced by Koshika Foundation, Henes, the Hospitzl will
assume sobe & complete rasponsibility of the treatment & if's outsome 4 salely of the patient, and Koshiks Faundation will have no role or responsibllity
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