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DECLARATIOI{ by APPLICANT 3{i!6 ERI dcqT YT:

1) I hereby confrn that all details in this Form are True to lh€ b€st of my knowledgg. A.y false statemenl will render my Application & ongolhg assistance. if any,
liable tor rejection/cancellation.

2) I solemnly confrm that assistance, if recaivod fiom Koshika Foundation, will be used only for the "purpos€'. as stated in thls Form, for whldr such asslstance

was requested bY me.
3) I hereby confirm thal I have not E will nol in future, availof reimbursement, in part or in full, from any olher source/employer/insurane company. orfie amount

tor which this assisiance is requesled.
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't) By afltxing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-upreproduce my name, address, photo & details of the 'purpose', for which such assistance Is roquosted/granted, through 8ny

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling information aboul it's

activities,/achievements. Such use of my photo & details can be made by Koshika Foundation beforo or after my trsatment or fulfilm6nt of the "purpose"

for which assistance is being requested.
2) I (Applicant) furlher agroe that any such use of my nahe, address. photo & details ofthe'purpose", for which such assisiance is requsst€d/grantsd,

wilt not automalically entitle me fgr receiving or continuing the said assistance. The decision for granting and/or continuing the assistancs wili rest solely

with the Trustoes of Koshika Foundation, and th€ir decision is this rogard will be final and acceptable to m€
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By affixing hereunder, signatu.e of our Authorised Signalory for recommending this case/patient for llnancial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept foliowing:
1) that we neither are presently nor will in future avail of financial assistance from anolher NGO or any othor sourc€, for the sam€ patignucase, as we are

requesling to get lrom Koshika Foundation. to the extent lhat such assistance is granted by Koshika Foundation. ll the requested assistanci is not granted

by Koshik; Foundation, in part or in full, then the Hospital reserves it's right to make up tho shorttall from anothgr NGO or any other sourc8. This
canfirmation essentiatly states that the Hospital will not avail any duplicate assislance for the same pati€nucase from any othor NGO or 8ny othq sou.ce.
2) The assistance from Koshika Foundation is only financial in nature. The choica of the treatnenuprocedure advised/conducted by the Hospital on tho
patient, is based on the arang€ment between the patient & the Hospital, and is in no way inlluenced by Koshika Foundalion. Hence. lhe Hospitalwill

assume sote & complete responsibility of the treatment & it's outcome & safety ol the patient, and Koshika Foundation will have no role or responsibility
an lhe matte..
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