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DECLARATION by APPLICANT: smiz® g shmm 73
1) | heroby condirm that afl detals in this Forr ase True lo ihe best of my knowledge, Any false stalement will render my Application & ongoing assistance, If any,
Iimbie for rejectionicanceiation.

2} | salpmnly confirm that assistonce. If recelved from Koshis Foundation, will be used only for the "purpose”, s stated in Thes Form, for which such pssstance
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11 By affiking my sigrature or thumb impression on this Foem, | (Applicant) hiersby agree & authorise Koshika Foundation and it's Trusices ta
usa‘publishiput-upireproduce my name, address, photo & delaids of the “purpose”, Tor which such assislance is requestedigranied, through any
redium, meluding but not limited 1o verbal, print, slecironis, for soliciling donations for Koshiks Foundation and/or disseminafing Information about if's
soiivities'achievements. Such use of my pholo & delisils can bo made by Koshika Foundation bafore or after my treatmant o fulliment of the “purpose”
far which assistance s being requested.
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with thi Trusiees of Koshika Foundation, and thelr decision |s this regard will be final and acceplable o me
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By affixing hareunder, signaturm of our Autharised Signatory for recommending this case/paliont for nancial assistance from Keshika Foundaton, we
{Hospital) hereby affirm & accept following:
1] thal we neither are presenily nor will in future aved of linancel asskitence from snotber NGO or any olher source, for the same palient'case. as we ore
requesiing to get from Koshtks Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granied
by Koshika Foundation, in par of In full, then th Hospital resedves iU's dght (o make up the shorifall from another NGO or any athed sourcs, This
ponfirmaton essentimly states that the Hospital will not @vail eny duplicats assistance for the same pafienticasa from any other NGO or any offar source.
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atsurme sols & complele resporsibility of the reatment & it's outcoma & safely of the patent, and Moshika Foundation will hove no role o responsibity
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