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DECLARATION by APPLICANT: ST §AT drm m74:

1) I heraty confinm thal all details in this Forrn are Trug t the best of my kngwiadge. Any false stalement will render my Application & ongmng assistanca, it any,
liabe for rajectionfcancelialion.

2} 1 selemnly confirm Ihat assislance, if receivad from Koshike Foundatlan, will be used only for the "purpose’, a5 slated in this Form, for which such assisiance

was requasted by me,

331 hereby confirm that 1 heve nat & will not in fulure, avail of reimburssment, in par orin full, rom any alher sourcelemployerfinsurance company, of the amount

fiar which this gsslstance i requeslad.
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1) By affixing roy signalure or lhumb Impression on this Fomm, | tApplicant) haraby agree & aulhorize Koshika Foundatlan and it's Trustees te
use/pubhsh/pul-upireproduca my name, address, photo & detalls of the "purpose”, for which such assistance |s requestedigranted, thraugh any
madiom, includirg bul not limited 1o verbal, print, electronis, Tar soliciting donatlons far Koshike Foundatlen andior gisspminating information ehout it's
aclivillesiachievements. Such use of my pholg & details can be made by Koshika Foundation befare or after my treatment or fulfilment of Lhe “purpose”
for which assistance is being requested.

23 | (Appiicant) funiher agree that any such use of my name, address, phalo & details of tha *purpoza’, for which such assistance is requastadigrantad,
will gl autematically enlile me for receiving or continuing the said asslslance. The declsion tor granting andier continuing the assistance will resi solely
with tha Trustees of Koshika Foundation, and their decision is this regard will be final and accaplable to me.
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By affixing hareunder, signature of our Auffionsed Signalary far recommending Ihis case/patien for Fnancial assislance from Koshika Found ation, wa
{Haspital) hereby afilirm & accepl following

11 that wa neither are presently nor will in Juture avail of financial assistancs rem another NGO or any gther source, for the same palient'casa, 23 we are
requesting to gel from Kashika Feundation, 1o the exient that such assistance is granted by Koshika Foundatian, IF Lhe requesicd assistance 15 not granted
by Hoshika Foundation, in part or in full, then the Hespital reserves It'e right 1o make up the shortfall from znothar HGO ar any olhear sowerca. This
canfirmation eszerlially states thal the Hospital wiil not avail any duplicate assistance for the same patlenlcase fram any olher NGO or any alher source
2} The assistance from Koshika Feundaton is only fmancial in nature. The chaice ol the traatment/procedune advisedfoonducted try the Hospitel an the
patient, is based on the arrangemanl batwean the patienl & the Hogpltal, and is in re way IMMvsnced by Koshika Foundaticn, Hanca, the Hospital will
aseume sole & completle responsibility of the [realmen & it's cutcome & safety of the patient. end Koshike Foundatian will have no role o respansibhily
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