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DECLARATIOiI by APPLICANT: sirlq-+ tm qicqr yr:

1) I hereby clnfirm lhat all delails in this Form are True to lhe best of my knowledge. Any false statsment will rsnder my Application & ongolng assistance, it any,

liable for rejectiorrcancellation.
2) I sotemnly confirm that assistance. if rcceived from Koshika Foundation, will be used only for the "purpos€', as ststed in this Form, for whidl suci assistrance

was requ€sted by me.
3) I her;by conlirm that I have not & will not in future, avail of reimbursement, in part or in full, from any olher source/employe./insurance cornpany, of the amount

for which this assislance is requesled.
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,.GREEITENT by APPLICANT ( Em lF'(R)

i) By afiixing my signature or thumb impression on this Form, I iApplicant) heroby agree & autho.ise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assiEtance is requosted/granted, through any

medium, including but not limited to verbai, print, electronic, lor soliciting donations for Kgshika Foundation and/or disseminating information about it's

activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation bE or€ or after my treatment or lulfilment ot ths 'purpose'

for which assistance is being requegtod.

2) t (Applicant) lurther agree that any such use of my name, address, photo & dstails of the 'purpose', lor which such assistance is rgquested/grant€d,

will not automalically entille me for receiving gr continuing the said assistance. The decision for granting and/or continuing the sssistancs will re3t solgly

with the Trustees of Koshika Foundation, and their decision is this rsgard will bs final and acceptable to me.
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By aflixing he.eunder, srgnatu.e of our Authorised Signatory for recommending this case/patient tor financial assistance lrom Koshika Foundation, we
(Hospital) hereby amrm & accept lollowrng
i;tnit wi nenher are presen y nor will in future avail of llnancial assistance kom anoth€r NGO or anJ other sourc€, for tho samo patienucase, as we are

r;questing lo get from Koshiki Foundation, to the extent thal such assistance is granted by Koshika Foundation. lllhe requested assistance is not granted

by'Koshik; Fo-undation, in part or in full, then the Hospital reserves it's right to make up the shortfall from anoth8r NGO or any othff sourco. This

confirmation essentially stites that ths Hospital will not avail any duplicat€ assistanco for th8 ssmg patienucase lrom any other NGO or any othgr Source.

2) The assistance from Koshika Foundation is only financial in nature. The choice ol the keatmgnuprocedlre advised/clnduc{ed by the Hospital on the

p;tient, is based on the ar.angement between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hence, th8 Hospitalwill

assume sole & complete resp;nsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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