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DECLARATIOI{ by APPUCANI: sft+Gi Em $tsqr cxi

1 ) I hereby confirm that all details in his Form are True to the best of my knowledge. Any false statement will render my Application & ongKing assistan@, if ant
liable lor rejeclio.rcancellation.

2) l solemnty confirm that assistance, if rec€ived ftom Koshika Foundation, will be used only for the "purpose', as st ted in this Fo.m, for whlch suct assistanc€

was requested bY me.

3)l her;by confi;m thal I have not & will not in future, avail of .eimbursement, in part or in full, from any olher source/employer/insurance cffip8ny, of the amount

for which this assistance rs requested.
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1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby ag.ee & authoris€ Koshika Foundation and it's Trustees to

uie/publish/put-upkeproduce my name, address. photo & details of the'purpose', lor which such assistance is roquesled/granted, through any

meoium, inciuding but not timtted to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievem€nts. Such use of my photo & details can be made by Koshika Foundation before or afl€r my trcatment or fulfilmenl of the 'purposE"

for which assistance is being requested.

2) I (Appticant) fudher agree that any such use of my name, address, photo & details of the "purpose", tor which such assistance is rEquested/granted'

;ll noi autom;tically eniitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc€ will rest solely

with the Trustees of Koshika Foundalion, and their decision is this regard will be final and acceptable to m6.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation we

(Hospilal) hereby afllrm & accept following:
i)itit wi neitf,d, are presently nor wilt inJuture avail of financial assistance ftom another NGO or an) other source. ,or ths same patient/cas€, as we are

r;questing to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistanc€ is not granted

Uy'io"trixi i,i.,no"tion, in pa( or in full, then the Hospital reserves it's right to make up the shortfall trom another NGO or any other sourc6. Thls

c6nfirmation essentially st;tes that the Hospital will not avail any duplicate assistancr for the sam€ patient/casg from any other NGO or any other source.

iif,. a""istin"" t|.oni Koshika Foundation is only financial in nalure. The choice ol the treatmenuproctdure advised/corducted by the Hospital on the

pltient, ii UaseO on ttre arrangement between thgpatient & the Hospital, and is in no way influenced by Koshika Foundalion Hence, the Hospitalwlll

Lssume sole & complete resp;nsibility of the treatment & it's outcome & safety ofthe pati€nt, and Koshika Foundation will have no rolg or responsibility

in the matler.
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