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DECLARATION by APPLICANT. S Em1 s o3:

1) | haraby corfirm that all detads In ihis Form pre True to the best of my knowiedge. Any feise statement will render my Applicstion & ongoing assistance, ifany,
lable for rejection’cancelation.

2) | sedpmnby canfirm that assistance, f recerved from Koshika Foundation, will be used ofily fof the “purpose”, a5 stated In this Farm, for which such assistance
was requested by ma.

3} | hereby confiom that | have not & will Aol in futite, availl of reimburssmant, [n pan of & full, Irom any ofher sourcalamphoyeninsurancs company, of the amaont
for which this assistance & requeated,
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1] By affixing my signature or thumb impression on this Form, | (Apphcant) hereby agres & authorise Koshika Foundation and il's Trusises 1o

use/publishiput-upireproduce my nama, address, pholo & delzlls of the “purpose”, for which such assistance |8 requesied/granied, through any

miediim, Including bt not lmitad to verbal, print, el@ctronic, for soficiting donations for Koshika Foundatlon andiod dissaminaling infarmation aboul i1s
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will nat aulomatically eniile me Tor receiving or conlinulig the sald assistance. The dectsion for granting andior continuing the nsséstance will rest solaly
with the Trustess of Koshika Foundation, and their declsion is this regard will be final and accepizble 1o me
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By affixing hereunder, signalure of our Authorsed Signalory for recommending this cesefpafient for finantial assistance from Koshiks Foundation, we
(Hospital) homby affirm & accapt Tollowing:

1] thist we neither am presently noe will in fulure gvall of finencial Essistance fom another NGO or any other sourca, for this same patianticace, na we ang
reguesting to get from Koshika Foundation, 1o the extent that such assistance ia granted by Koshika Foundation. If the requasted assistance & not grantad
by Koghika Foindatian, In part or in (ull, then the Hosplial reserves it's ight 1o maks op he shartfall from another NGO or any other souroe. Thia
confirmaton essantinlly states thal tha Hospital will not avail any duplicate assistance lor the same patient/case from mny ather NGO or any other souroe
2] Thie assistance from Koshika Foundation (s only financial in nature. The cholea of the reatment/procedure advised/conductad by the Hospital an tha
patient, is bassd on the arangement betwaan the patient & the Hospital, and is In no way influenced by Koshika Foundation Hence. the Hospital will
pssuime sole & camplate responibiity. of the trestmen & It's oulcome & safely of the patient, end Koshika Foundation will have no role or respansiblity
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