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DECLARATIO byAPPLTCANT: !ir*<6' m slwn v{:
1) I hereby confrm that all delails in this Form are True to th8 best of my knowledg€. Any false statEment will render my Applicalion & ongoing ssslstanca, il any,

liable for rejeclion/cancellation.
2) I solemnly confirm that essistance, if received from Koshika Foundation, willbe us€d only lor the'purpos€", as statod in his Form. for whlch such 8ssistanc€

was requested bY me.
3) I hereby confirm that I have not & will not in future, avail of reimbursemenl, in oart or in full, froln any olher sourc€/employer/insurance compEny, ol the amount
lor which this assislance rs requested
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,,GREElrlENT by (!cr*6 Eru fi{)
1) By affixing my signature or thumb impression on this Form, I rApplicanl) hereby agree E authorise Koshika Foundation and lt's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the 'purpotp', lor whicil such assistance is requested/granted, through any

medium, inclldin9 but not limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & debils can be made by Koshika Foundation belore or afte. my keatmenl or fullilm€nt ol the 'purpos€"

for which assistance is being requested.
2) I (Applicant) further agree lhat any such use of my nam€, address, photo & details of the "purpose', for which such assistancr is roquestsd/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the asslstancl will rB3t solgly

with the Trustees of Koshaka Foundation, and their decision is this regard will be final and acc€ptabl€ to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patjenl tor financial assistance from Koshika Foundation, we
(Hosprtal) hereby atfirm E accept following
1) that we nejther are presently nor will in future avail of llnancial assistance from another NGO or any other source, for the same patisnt/caso. as we are
requesting to get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lf lhe requested assistanca is not granted
by Koshika Foundation, in part or in full. then th€ Hospital res8rves it's right to make up lhe sho.tfall from another NGO or any othEr sourcr. This
confirmation essontially states that the Hospital will not avail €ny duplicate assistance for lho samo pationucass trom any other NGO or any otfler sourca.
2) The assistance from Koshika Foundation is only financial in nature. The choice oI the treatmenuprocedure advised/conducted by the Hospital on the
patienl, is based on the anangement belween the patient & lhe Hospital, and is in no way inffuenced by Koshika Foundation. H€nce. the Hospitalwill
assume sole & complete responsibility of the troatment & it s outcome & safety of the patient, and Koshika Foundalion will hav6 ng role or respqnsibility
in the matter.
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