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DECLARATION by APPLICANT: === T1 W W&:

11 heesby confirm hat sl catails in this Fonm are Trus to the best of my knowtadge. Any falss statement will render my Agplication & angoing assistanca, if any,
lisbe for rejectanfcancedation.

2) | solemnly confirm that sssistance, if recetved fram Koshika Foundation, will be uead only for the purpose’. 28 statad in this Farm for which such sedistance

w5 requsshed by me.

31 | nerehy confirm that | have nod & will not in futurs.-avad of reimburssmend, in par o in full, from any oiher sourcefemploveninsurancs compamy, of the amount]

o which lhis assistance is requested
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1) By affixing my stanature or thumb impression on this Form, | (Applicant) hereby agres. & aulhonse Koshika Foundation and I1's Trustees io

usaibublishioul-upfraprodues my name. address; pholo & detsils of the "purpose”, for which such assistance s requested/granted, through any
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with the Trustees of Kpshika Foundation, and their decision is thisregard will ba fingl and seceniable 1o me.
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By officing peteundar, signature of our Authorised Signatory for recommending this casafpaliont for financial assistence from Koshika Foundation. we
[Hospital) horeby affiem & sccapt fallowing:

1) that we neither are prasantly nor wil In luture zvail of financlal asslstancs from another NGO or any other source, for the same patiant/case- a5 we &re
raqueshing 1o gt ram Koshika Foundation, to the axtent thet such assisiance e granted by Koshika Foundation. If the requesied assistance is not graniad
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assume solo & complets resporsibifity of the treatment & s outcome & salsty of the patient, and Kashika Foundation will hats po raie or responsibility
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