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DECLARAIOT{ by APPL1CA T: qr*<* m dqq sr:

1 ) I hereby confm that dl details in this Form are True lo lhe best ot my knowledge. Any false statement will .ender my Application & ongoing assistance, if any,
liabb for rejectiory'cancellation.

2) I solemnly conlirm lhat assistance, if received from Koshika Foundation, will be used oflly for the 'purpose', as staH in this Form, lor whfr$ sudt assistance
was requested by me.

3) I hereby confirm thal I have not & willnot rn tutu.e, availof reimbursement, in part or in full. from any other source/employer/insuEnce company. of the amount
forwhich thi! 6ssistance ls requesled.
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By affrxing hereundeL signature of our Authorised Signalory for recommending this case/patient lor llnancial assistance trom Koshika Foundalion, we
(Hospital) hereby atfirm & accept follorving:
1) lhat we neilher are pres€ntly nor will in futuro avail ot financialassislance lrom another NGO or any other source, for the same patienucase, as we are
requesting to get from Koshika Foundalion, lo the extent that such assistance is granled by Koshika Foundalion. It the requested assistance is not granted
by Koshika Foundation. in pad or in full, then the Hospital reserves it's right to make up the shodfall from another NGO or any other source. This -
confirmation essenlially states that the Hospital will not avail any duplicate assistance for the same patianl/case from any other NGO or any other source.
2) The assistance from Koshika Foundation as only Ilnancial an nature. The choice of the treatrnenvp.oc€dure advised/conducted by the Hoapitalon the
patienl, is based on the arrangement between the patient E the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete rgsponsibility oI the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or aesponsibility
in the matter.

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby ag.ee & autho.ise Koshika Foundation and it's Trustees to
use/publist pulupreproduce my name, address, pholo & details of the 'purpose", for whicil such assistance is requested/granted. through any
medium. including but not limited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or disseminating informalion about it's
aclivilies/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fullilment of the 'purpose'
for whrch assistance is being requcsled.

2) I (Applrcant) fulther agree that any such use of my name. address, pholo & details ol the 'purpose'. for which such assistance is requested/granted,
wrll nol automatically entille me for .eceiving or continuing the said assastance. The decision lor granting and/or @ntinuing lhe assistance will rest solely
wrth the Trustees ol Koshika Foundation, and their decision is this rogard will be tinsl and acceptabls to me.
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