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DECLARATION by APPLICANT: sSTs S wmen 74:

) | hereby confirm that all defalls in this Form ars Trus lo the best of my knowledge, Any fslse statement will randar my Application & ongoing assistance, if any,
liahis for rejsctionfcancaliation, _

2] | sodernnly confirm that ssshatance, If received from Koshika Foundation, wil be used only far the “purpese”, a5 statad in this Form, for which such assistance

wat reglested by 'me.

3) | haraby eonfirm thal | Have nol & will notin futiee, avail of eimbirssment, In part et in ful, from any ather sourcelamploveninsurancs company, of the amount|

lar which this assistance |5 requested.
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1] By affiding my-signature or thumb improssion on this Form, | (Applicant) hereby agree & authoriss Kashika Foundation and It's Trustess o

uselpubllshiput-upfreproduce my neme, address, phote & deialls of the “purpass®, for which such assistance is requestedigrantzd, through any

medium, inciuding but not limited 12 verbal, print, elecironic, for soliciling donations for Keshika Foundation and/or disseminating information gbout it's

activities/achisvemenis. Such uss of my phote & detalls can be mads by Koshika Foundation before or after my ireatment or fulfiiment of the “purpese”
forwhich asslstance s being requested.
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wilh the Trustees of Koshike Feundation, and their decision is this rogard will be linal and acoapiable o me.
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By affixing haraunder, signature of our Authorisad Signatery for recomimending this cass(patiant for inencial assistance from Koshikas Foundation, wa
(Haspital) heroby affirm & accapt following:

1) thal we naitver ars presently nor will in future avall of financinl asslstance from anather NGO or BNy otfser source, foe the same paliontcese, as we are
tequesting fo gel from Knshika Foundation, lo tha extant (et such sksistsnce is grantad by Koshika Foundation. If the requested assistance is not grantad
by Koshika Foandation, in part or in full, then the Hoapital reservas I1's Flght o make up the shortfall from ancther NGO or any ofher source; This
canfimmition essentlally states. that the Hospltal will nat avall any duplcste Bssistance for the sams patienticass frem any ather NGO or any ather source.
2] The assistance from Koshika Foundafion is only financial in nature, The choice of the ireatmantiprovedure atvised/cenducted by the Haspital an the
pafiant, is basad an the arangement betwesn the patisnt & tha Hospits, and |8 in no way Influsncad by Kashika Foundation. Hence, the Hospital will
u;n:ma sola & complelz responsibiity of fha treatment & il's oulcome & safety af tha patient, and Koshita Foundation will have no role or rasponsibility
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