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DECLARATION by APPLTCA T: qr*(6 lRr qiqql yri

1) I hereby confirm thal all details in this Fom are True to lhe besl o, my knowledge. Any false slalement will render my Appllcalion & ongdng assislanco, if any,

liable for rejectibn/cancellation.
Z) I solemnu;nfirm that assistance, if rectived from Koshika Foundation, willbe used ohly for the "purpose', ss stated ln thls Form, fo. whict such asslstence

was requested by me.
fiiheriUy conni, ff'at I have not E will not in future. avail of reimbursement, in part or in full, from any other source/employer/insurance company, ol the a
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,l)By affixing my signature or thumb impression on this Form, I iApplicant) hereby ag.ee & authorise Koshika Foundation and it's Truste€s to

use/publish/put-upheproduce my name, address, photo & details ol the 'purpose'. lor which such assistancs is requested/granted, through any

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

activities/achievem€nts- Such use of my photo & details can be made by Koshika Foundation befors or after my treatmsnt or fulfilment of the 'purpos€"

for which assistance is being requosted.

2) I (Applicant) further agree that any such use of my name, address, photo & dstails of the 'purpose', fol which such assistance is rsquesled/granted.

;ill noi automatically eniifle me fo. receiving or continuing the said assistance. The decision for granting and/o. continuing the ssslstanco will rgst solely

with the Trustees ol Koshika Foundation, and their decasion is this regard will be linal and scceptable to m6.
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By aflix ng he re of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept lollowing:
i) that w; neith;r are presently nor will in-future avail of financia! assistance from another NGO or any other sourc€, for the sarh8 patient/case, as we are

requesling to gel from Koshiki Foundation, to the extenl that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

by Koshik; Foundation. in part or in full, then the Hospital reserves it's right to mako up the shortfall from another NGO or any othsr sourcs. This

c;nfirmation essentially states thal the Hospilal will not avail any duplicat8 assistanc€ for th€ samo pationucase from any other NGO or sny ohgr sourca.

2)The assistance lrom Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hence, the Hospitalwlll
assume sole & complete responsibilily of the treatment & il's outcome & safety of the patient, and Koshika Foundation will have no rolE or rosponsibilily

in the matter.
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