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DECLARATION by APPLICANT: HHTF &M dMm 13:

1} | hereby confirm that all detais In this Form areg True Io the bast of my knowiedgs, Any talse stalement will rander my Applicatisn & pngoing assistance, if any,
liable for rejectionicancellaticn,

2} 1 solamnly conflen thal aseistance, if received from Koshika Foundatlon, will be used only for the “purpose”, s staled |hthis Fomn, for which sich assistance

was requestad by me.

3} | hereby confinm that | have not & will nal in future, avail of reimpursement, in part o in hull, from any cther sourcafemployerinswrancs campary, of Ihe amount

far which this aasistence is requasted.
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1] By afflxing my signatura or thumb Impressian on \bis Form, b (Applicant) kereby agrea & aulhorlss Keshika Foundation and iI's Trystaas to
usalpublishiput-upireprodues my name, address, phota & details of the “purpese”, for which such assistance is requastadigranted, through any
madium, including bul not limited o verbal, print, lectionic, fer selleling donalions for Koshika Foundation andfor dlszeminating informetion abaulit's
activities/achievements. Such use of my phalo & delails can be made by Koshika Foundatlon before ar after my trealmont or fulfitment of 1he “purpese”
for which assislance is being regquasted.

21 1 (Apphicant) futher agres that any such use of my mame, address, phets & datalls of the “purpese’, for which such assiglance |5 requasted/granted,
will nol autematically sntite me for recaiving or ¢ontinuing the said assistanca. The decision far granting and/or continging Ihe assistance will rest salaly
with 1he Trustees of Koehika Foundetion, and their derision i Ihis regard will be fina! and ecceptable 1o me.
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By affixing hereunder, signature of aur Authorised Signatory tor recemmending this cesedpatiant for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & sccap! loticwing:

1) thal we nelther are presenty nor will in future pvall of inancial assistance from gnother NGO or any other soures, or the same patienticase, as we ag
requesting o gel from Keshika Feundation, 1o the axtent thal such assistance is granted by Koshika Foundation. If the requesled assistance is not granted
by Koshika Foundation, B par or n full, then the Hospidal resanves It's right lo make up the shortfall from enother NGO or any other source. This
corfirmation essentially states thal the Hoapital wil not avall any dupbcale nasistance for the same patient/case from any mther NGO oF any other sowce
2} The assistancs frem Koshia Foundation ts only fnancial n nature. The chaice of the trealmentiprosedurs advisedicanducted by the Hospital an the
patient, ls basad on the srrangemant between the patlent & the Hospited, and |s In no way influenced by Kaoshika Foundatian. Hence, the Hospital will
assume sole & complale reaponsbisty of the teatment & s autcome & salely of the patient, snd Keshlka Foundation will have no rgle o responsibility
in the matler.
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