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DECLARATION by APPLICANT. STHS®E gm s o

11| hereby condinm thet all detalls in this Form are True 1o the best of my knowledge. Any fales statement will render my Applicstion & onpoing assistance, If any,
limbée for repection/canceliation.

2) | solermnty canfirm that assistance, f recesved from Koshika Foundation, will b used only for the "purpose”, as staled In this Fom, for which such pssistance

was requesied by me.
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1] By affixing my signature or thumb impression on this Form, | (Applicant) heroby sgres & authorise Koshika Foundation and it's Trusises 1o

usaipublshipul-up/reproduce my name, address. photo & datails of the “purpose”, for which such assistence is requestedigranied, through any

medium, including but rol limited to verbal, print, slectronic, for solicliing denations for Koshika Foundation andlar disseminating Infarmation about Its

selivillies/achinvamants. Such use of my photo & defalls can be made by Keshika Foundation before or after my treatmant or fulfiment of the “purpose”
for which pasistance is being requested
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with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable o me
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By affinng hareunder, signature of our Authorsed Signalary for recommending Ihis case/palient for inancial assistance from Koshika Foundalion, we
(Hospital) horety affiem & acoapt fodlowing:

1] thiat we neither gre presently nor will in fulure avall of financial assistance from another NGO or any other source, for the same patient/case, o3 we are
raguesting to gel fram Koshika Foundation, (o the extent that such-assiziance is granted by Koshika Foundation. If the requested assistance s not grantad
by Koshika Foundation, in par or in full, then the Hespltal reserves it's rght to make up the shartfall from ancther NGO or any olher source. This
confirmation essantially states that the Hospital will not avail any duplcate assistance for the same patient/case from any otfer NGO or any other sourcs
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assums sole & compiate responsibillly of the (reatment & I's oulcome & safety of the patien!. and Koshika Foundation will have na rola or respanalbdiity
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