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DECLARATION by APPLUICANT: SHETF ZM Hem 1;
1} | ety onlimn that all details In this Form are True Lo the best of my knowledge, Any false statement will rander my Applcation & ongoing assistance, if any,
liable for rejection/cancallalion,

7} | selermnty eonfirm Ihat assistance, if received from Koshlka Foundation, will ba usad only for the "purpose”, a3 slated in this Ferm, far which such assestance
was reqguested by ma.
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1] By affixing my signaturg o thumb Impeassion on this Form, | [Applicant) hereby agree & authorlse Keshike Foundation and [1's Trusteas to
use/publishpul-upirapreduce my name, address, pholo & details of the “purpase®, or which such assistance ls requestedfgranted, throwgh any
medium, ingluding bul rot mited to verbal, print, eleclronic, for salizling donatlans for Koshlka Foundation andfor disseminating intermation about it's
agtiviliestachiovarnents. Such use of my phote & detalls can ba made by Koshika Foundation before g alter my treatment or fulfllmant of the *purpoze”
for which asslstance is being requested.
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with the Trugisas of Koshika Foundation, and iheir decigion is this rogard will ba lnal end acceptakle o me.
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By affining hereunder, signatura of our Aulhorised Signatory for recammending this easefpatient for finencisl essistance from Koshika Foundation, we
[Hospila} herety affimm & accept followlng:
1] thal we neithet are presently nor will in future avail of financkal assistance from snother NGO or any other source, for the same palientirase, as we are
ragueshng io gel from Koshika Foundation, to the axtent Ihal such assistanc |s granted by Koshika Foundalion, If the sequested assistanca is not granied
by Kashika Faundation, in part or in full, then the Hospital reserves it's ight ko meaka up the shertfall from ancther NGO or any other source. This
confimmation eseenllally states Ihal the Hospital will not avall any duplicale assistance for the sams patlenticase from any alher NGO or any giher spurcs
2} The assistance from Koshika Foundatien is only nancial in nature, The choice of tha Ireaimantprocedurs advisedieanducted by the Hospilal on lhe
patient, is based on the arrangement between the pallant & tha Hospital, and is In o wisy influsnced by Koshika Foundatioen. Henca, the Hospital will
assume sole & complate rsponsibiity of the Ireatment & it's outcome & safety of tha patient, snd Koshika Foundation will have no rele or responsibility
in the mafer,
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