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DECL RATDti byApPLtCA T qri<{'BRI siqqr yr:

1) I hereby confirm thal all details in this Form are True to lhe best of my knowledge. Any false slalement will render my Appllcation & ongoing assistanco, if any,
liable for rejecliorvcancelhtion.

2)l solelnnly confirm that assistance, if rec€ived from Koshika Foundation. willbe used only Ior the'purpose', as stated in ttlis Form, for which such asslstance
was requested by me.
3) I hereby confirm that I have not & witl not in future, avail of reimbursement, in part or in full, from any other source/employer/insuEnc€ comp€ny, d tr€ a
for rvhich thrs assistance is requested.
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,.GREEME by APPLICANT ( Eru 6{r{)
'1) By affixing my signature or thumb impression on this Form, I iApplicant) hersby agree & authorlse Koshika Foundalion and lt's Trustses to

use/publish/put-up/reproduce my name, address, photo & details of the "purpose', tor which such assistance is requested/granted, through any

medium, including but not limited to verbal, print. electronic, for soliciling donations for Koshika Foundation and,/or disseminating inlormation about it's

activities/achievemenls. Such use ol my photo & details can be made by Koshika Foundation before or after my treatment or fulfllmont of the'purposg"
for which assistance is being requested.
2) I (Applicant) lu.ther agree that any such use of my name, address. photo & details of the 'purpos€'. for which such assistance is roquosted/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the sssistanca will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ Unal and ac.eptable to ma.
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By afixing hereilnder, signature of our Authorised Signatory lor recommending this case/patienl tor financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accepl following:
11that we neltner are presentlynor u,ill inluture avail of financial assistance from another NGO or any other source, for ths same patienucase, as we are

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

by Koshik; Fo-undation. in part or in full, then the Hospital resorves it's right to make up the shortfall lrom another NGO or any other source. Thls

c;nfirmation essentially states that the Hospital will not avail any duplicate assistance lor the sam€ patignucase lrom any other NGO or 8ny othqr source.

2) The assistance from Koshika Foundation is only financial in nature. The choics of the treatmenuprocedure advisedi clnducted by the Hospital on the

pltient, is based on the anangement belwe€n the patient & the Hospital, and is in no way inf,uencod by Koshika Foundation. H€nce, the HosPitalwill

assume sote & complete resp;nsibility of the trealment & it's outcome & safety of th6 patient, and Koshika Foundation will have no role or r€sponsibilily

in lhe matter.
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