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DECLARATION by APPLICANT: sts g Wiyon ws:
1) | hereby conflm thal all detalls in his Form are True to the best of my knowledge. Any lalse slatement will rander my Application & ongaing wslstanca, if ony,
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & suthorise Koshika Foundafion and it's Trusiees 1o
use/publish/pul-up/reproduce my name, address, photo & detalls of the “purpase”, lor which such assistance |§ requestedigranted, (nrough any
muedium, including but not imlied (o varbal, print, electronic, for soficiing donations for Koshika Foundation andior disseminating information about It's
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By affixing hereunder, signature of our Austhorised Signatory for recommeanding this caselpatient for financal assistance from Koshika Foundation, we
{Hospltal) hereby affirm & accept following:

1) that we nelther are presantly nor will in future avail of financisl assistancs from anoiher NGO or any ather source, for the cama patlent/caso, 55 we are
resquesting to get from Koshika Foundation, 1o the scdent thal such assistance s grantad by Koshika Foundation. If the requasted assisiance {s mot granied
by Kozhika Foundation, in part or in full, then the Hospital reserves if's right to make up the shorfall from another NGO or any other source. This
confirmation essentislly states thal the Hosphal will not svall any duplicats assistance fof the seme patienticase from any other NGO or any olher source.
2) The assistance from Koshika Foundation is enly financial in naturs. The chelos of the trestment/procedurs advisediconduciad by the Hospltal on the
patient, is based on the arangement batwaen the patient & the Hospital, and |8 in no way nflusnced by Koshlks Foundation. Henca, the Hospltal will
assuma sole & complste responsibiiity of the treatmant & it's outcoms & safety of the patienl, and Koshike Foundation will have no rofe or responsibiiity
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