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DECLARATION by APPLICANT: ST SA1 SMem w7#:

141 hereby confirm that all detsiis in this Fonm are Tree o the best of my knowledge, Any feise stalemenl will tendar my Application & ongalng assistance, if any,
liabie for rejectonicancelatian,

2} | soiemnly confirm ihat essistance. it receved from Koshika Faundaton, will be ussd only for th “purpose’, 83 sipted in this Fosm, for wiich such assislance

WEE reguasted by me.

3) | heseby confim that | have nol & will not in future, avail of reimbursamant, in part orin bubl, from any other souncalemployerinsusance company, of Ihe ameunt

for which this assistance s requested
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1) By affiwing mry Segnature of thumb impression on thiz Form, | (Applicant| hareby agnee & suthorise Koshika Foundalion and (s Trzstéss io
use/publishiput-up'teproduce my nama, sddress. pholo & details of the “purposs’, for which such aseislande i3 requested/granied, through any
medium, incluging bul not limiled to verbal, print, electronic, for saficiling donations for Kosnika Foundation andfor disseminating [nfarmation about s
activitesiashioyemonts, Such use of my photo & details tan be made by Koshika Foundation befors or afier my treatment or foffimanl of tha “purpasa”™
for which assistance is being reguested.
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wiih tha Trustees of #oshika Foundation, and their decision is Uhis regard will b final and socaptabls to me. )
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By sificing hareunder, signature of ourAulhorised Signatory for recommending ihis case/patant for financial assistanca from Kpshika Foundation, wis
[Hosplal) harety affirm & accept follow|np:

1) that we neither are prasently nar will in future avail of financia! assistance from another NGO or eny alher saurce, for the same patient/case, a5 we are
requesiing to get fram Koshika Faundation, to the extent that such sssistance is grantad by Koshika Foundation. If the Faquested assistance is nol grantod
by Kaoshika Faundation, in part ar i full, then the Hosgital reserves it's right to make up the tharttall fram anather NGO or any other source. This
confirmation essantlally states (hat the Hoapilal will rot avall any dupiicate assistanca lor the same patient/case from any other NGO or any athar soufca.
2) The assistance from Koshika Foundation is anly financial in nature, The choice of (he reatmentiprocedure advisediconducied by Ihe Hospital on the
patient, is based on the arangemeant batween the pallent & the Hospital, and |s#n no way Influencad by Koshiis Foundation. Henee, e Hoepital will
assume sole & campiata responsibility of the treatmeant & il's outcome & salety of tha patient, and Koshiks Foundatian will hive na role o responsibiliy
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