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DECLARATION by APPLTCANT: 3n*G; Em sicun c-i:

1) I hercby confirn lhat all details ln this Form are True to the b€st of my knowledge. Any talse statement will rendEr my Appllcation & ongoing assistancs, if any,
liable f or rejectio.rcancellation.

2) I solemnly confrm that assistanc€, if rec€iv€d trom Koshika Foundation. will be usod only for the 'purpos€', as st t€d in t s Form, for whlch sudr asEht nce
was requested by me.
3) I hereby confirm that I have not & wiil not in future, avail ol reimbursement, in part or in full, ftom any other sourc€/employer/insurance compony, ol thE amoi,
for which thrs assistance is request€d.
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agre€ & authorlse Koshika Foundatlon and it's Trustees to
use/poblish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance ls requested/granted, through any
medium, including but not limited to verbal. print. electronic, for soliclting donations lor Koshika Foundation and/or disseminating information sbout it's
activities/achievemenls. Such use of my photo & details can be made by Koshlka Foundation before or after my treatrnent or fulfilment ol the 'purpos€'
for which assistance is being requested.
2) I (Applicanl) furlher ag.ee that any such use of my nams, address, pholo & details of the 'purpose', for which such assistance i3 rEquggted/grantod,

will not automatically entitle me for recgiving or continuing the said assistancs- The decision for granting and/or continuing the sssistanc€ wlli rest solgly
with the Trustees of Koshika Foundation, and their decision is this ragard will b€ fnal and scceptabla to mg.
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By affixing hereunder, signature of our Aulhorised Signatory for recommending this case/palient for financial assislance from Koshika Foundation. we
(Hospilal) hereby affirm E accept lollowing
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for th€ sam€ patienucsse, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. ll the rcquest€d assistance is not granted
by Koshika Foundation, in part or in full, th€n th6 Hospital reserves it's right to mak€ up the shortfall trom another NGO or any other sou.ce. This
confirmation essentrally states that the Hospital will not avail any duplicate assigtanca lor the same pati€nuc€s€ trom 8ny oths. NGO or any oflor source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of tie tteatrenuprocadure advised/clnducted by the Hospital on the
patient, is based on the arrangement between the patent & th€ Hospital, and is in no way inlluencEd by Koshika Foundation. H€nce. tho Hospitalwill
assume sole & complete responsibility of th8 treatm€nt & it's outcome & satety oI the patieni, and Koshika Foundation will have no rol€ or ,€Eponsibility
rn the matter
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