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oECLARAflOI by APPL|CANI qri<r d{I slw[ y{:

1 ) I hercby confrm thal all detiails ln this Fo.m are True to the besl of my Inowledgs. Any fals€ statement will rcnder my Appllcalion & ongoing assistance. it any,
lhble for rejectiory'cancsllation.

2) I solemnly confirm that assistance, if received trom Koshika Foundation, will be us€d only lor the 'purposs', as stated in thls FoIm, fur whlch such as8i8trance

was requested by me.
3) I hereby conlirm that I have not E will not in future. avail of reimbursement, in part or in full, from any other source/employer/insurdncs company, oftho
for whidr this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundatlon and it's Trusteos to

usei publish/put-upkeproduce my name, address, photo & details of the 'purpose", for which such assistanc€ is requested/granted, through 8ny

medium, including but not lihited to verbal, print, electronic, for soiiciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements- Such use of my photo & details can be made by Koshika Foundation before or after my treatm€nt or fulfilment of the 'purposE"

for which assistance is being requested.
2) I (Appticant) lurther agree that any such use of my name, addrsss. photo & dgtails oI the "purpose', for which such assistanc€ is requasted/grant€d.

wil not automatically entitle me for receiving or continuing the said assistance. Ths decision for gronting and/or continuing the sssislance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be tlnaland acleptablg to mo.
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By affixing hereunder, signature of our Aulhodsed Signatory for recommending lhis case/patient lor financial assistance from Koshika Foundation, we
(Hospital) hereby affirm E accept foliowing:
1) that we neither are presently nor will in luture avail of financial assistance lrom another NGO or any othgr source, for the same patienucasa, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundalion, in part or in full, then the Hospital reserves it's right to mako up the sho.tlall from anoth€r NGO or any other sourc€. This
confirmation essentially states that the Hospilal will not avail any duplicate assistancs ror the s9m9 psti€nuc€ss from any other NGO or any oth8r source.
2) The assistance trom Koshika Foundation is only financial in nature. The choics of the lreatmenuprocedur€ advised/conducted by the Hospitsl on the
patient, is based on the anangement between the patient & the Hospital, and is in no way influenc€d by Koshika Foundaiion. Hence, tho Hospital will
assume sole & complete responsibility of the treatment & il's outcome & saf€ty oftho patient, and Koshlka Foundation will havg no .ole or responsibiiity
in lhe matler.
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