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DECLARATION by APPLICANT: ®MT% gm Swe 7%

1) | herety confirm thal all detads in this Form are True 1o the best of my knowledge, Any false stalement will render my Application & ongoing assistance, If any,
lighin for rejechonicanceliation.

2) | solermnty confirm that assistence, f recelved from Kosheka Foundation, will be used only for fhe "purpose”, as stated |n this Form, lor which such sssistnnce

wal requestod by me

3] 1 bty confrm it | have rol & will nod in future, avall of reimburssment, in part or in full, from any other sourcelemgloyer/inaurance company. of the amount

for which this assistance is requested
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1) By affising my signatune or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and i's Trusiees 1o
use/publishiput-upireproduce my name, address, pholo & dotails of the “purpose’, for which such assistance is requesiodigranted, through any
migdium, including but not limited to verbal, print, electronic, for soliciting donations for Koshlka Foundation andlor disseminating Information about if's
sciivites/achievements. Such uso of my pholo & details can ba made by Koahila Foundation before or after my treatment or fulfiimant of the “purpose”
for which assisisnce is being requested,

211 (Applcant) further agrea that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requested/granied,
will mat sutomatically antitle me for recelving or continuing the said assistance. The decision lor granting and/or continuing the assistance will rest salaly
with the Trusiess of Koshika Foundation, and their deciskon |s ihis regard will ba final and acceptable to me.
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By affixng hereunder, signature of our Authonsed Signaiory for recammending ihis cass/palien for financal assistance frorm Koshika Foundation, we
{Hospital) hersby affirm & sccept following:
1) ihast we nelther are presently nor will in fulure avail of financial pssistance from another NGO or any oiher source, for the same patisntcase, a8 we are
resjuesting 1o gt from Koshika Foundation, to the extant thal such assistance is granted by Koshika Foundation. If the requensied assistance i nol granted
by Moshika Foundation, in parl or in full, then the Hespital reserves s right 1o maks up the shoriall from snother NGO or any other source. This
confirmation essentally siates that the Hospital will not avall any duplicate assistance for the same pafient/case from any other MGO or any other source
2) Tha assistince from Koshika Foundation ls only financial in nature, The cholca of the treatmentprocedure advised/conducted by the Hospital on i
patient, is based on the amangement betwaen the patient & the Hospitsl, and is in no way infiuenced by Koshika Foundation. Hence, the Hospital will

assums sola & complale respongibility of the treatment & it's cutooma & safety of the palient, and Koshiks Foundation will have no role of responsibility
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