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DECLARATION by APPLICANT: s79=% T T 73:

1} L hereby confirm that 3/l detads In this Form are True fo the best of my knowledge. Any falee stalsment will render my-Application & angoing nasistance, H-any,
lighle for reectioncancedation,

2) | salemnly eqniirm that assistanes, If recalvad from Koshika Fourdstion, will be used only fon the "purpase”, as statad in this Form, for which such assistance

was requesied by me, )

3] | heraby canfitm that | hava ot & vill ndt In huture, avail of reimburesment, in part o in ful, fram eny piher sourcatemployerinsurance company, of the amount

for which this assislance 1§ requestad,
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1) By affixing my signature or thumb impeession on this Form, | {(Appficant) hwraby agree & althorse Koshike Foundatinn and Il's Truslees (o

uselpublishipui-up/reproduce my name, address, phole & detsils of the *purpese”, for which such assistance iz requestediommizd, throughany

medium, including but not Emiled to verbal, prinl, stactranic, for soliciting dorations for Kashiks Foundation andlor diszeminating information about it's

acfivitles/achipvements. Such use of my phioto & details can be mede by Koshika Fourdation befors or alier my treatment ar iulfilmen) of the ‘panose”
Tor which assislance is baing requested,

2} | {Applicant) further agres ihat any such use of my namo, address, phists & detaiis of the “purpose”, Tor which such assistance ls requestedigranted,
will nod automatically entitle me for receiving or continuing the said azsistancae. The desision for aranting andior conlinuing the assistance will rest salely
with the Trustees of Koshlka Foundation, and thelr dacision is ths ragard will be fnal and acceptable fo ma.
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By affiming hareunder, signature of our Authorised Signatary for rechmmending his casefpatiant for finengisl essiznnce fram Koshiks Faundation, we
(Hospital) hereby affirm & accapl following:
1] that we-naither are presently nor will in future avall of fnencial sssistance Irom another MGO or any othur sourds, lor the same patient/case, s we are
requesting to gel lrom Koshika Faundallen, 1o e 2xtant 1hat such assistancs |5 granied by Koehika Foundation, If the requested assistance is nat grantad
by Koshika Faundation, in gart or in full, then ths Haspital reserves it's right to make i2p tha shortfall from snother NGO or any other source, This
confirmation essantially states thal the Haspital will net avail any duplicate assistance for the sama ratlsnt/case from any other NGO or any other saurce.
2) The assislance from Koehlka Foundation is only finenciel in natora. The cholco of the ireatment/prodedurs advised/candueted by Ihe Hospital an the
pabienl. Is Based on the arrengement batwesn the patient & the Hosplial, and is In na way influsnced by Koshika Foundation. Hencs, the Hospital wiil

assume sole & completa responslbility of the reatmant & it's outoome & safaty of tha patient, and Koshika Foundstion wil| rave no role or respongibilly
ir tha mattar,
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