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OECLARAnON by APPLTCANT: qri(6 m dsqr Yl:

1 ) I hereby confim hat all delails in this Form are True to the best of my knowledge. Any false stalernent will refld€r my Application & ongolng a$lstanca, if any,
liable for rejeclion/cancellation.

2) I solemnly clnfrm that assistanc€, il raceived from Koshika Foundation. will be ussd only for the 'purpos€-, as stated in ttrls Form. for whlch such assistance

was requested bY me.
3) I hereby confim that I have not & will not in future, avail of reimbu.sement. in parl or an full, from any other source/employer/insurance company, or lhe amount

for which thrs assistance rs requesled
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SIGI{ATURE ofTRUSTEE 2
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SIGNATURE ofTRUSTEE 1
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i) By afilxing my signature or thumb imp.ession on this Form, I iApplicant) hereby agree & authoriso Koshika Foundation and it's Trust€€s to

use/publish/put-upheproduce my name, address, photo & details ol the 'purpose', for which such assislance ls requested/granted, through any

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

activities/achievemeits. Such use of my photo & details can be made by Koshika Foundation belore or aftEr my treatment or fulfilment of the 'purpose"

for which assistance is being requested.
2) I (Applicant) further agree that any such use oI my name, address. photo & details of the 'purpose", for which such assistance is requested/grdnt€d,

will not automatically entitle me for recelving or continuing lhe said assistance. The decision for granting and/o. continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptable to me.
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By affixing hereunder, signature ol ou. Authorised Signalory for recommending this case/palienl lor financial assistance from Koshika Foundation. we
(Hosprtal) hereDy atfrrm E accept followrng:
1) thal we neiiher are presenlly nor wtll in fulure avail of llnancial assistance from anolher NGO or any other source, ,or lhe sams patienucase. as we are

requesting to get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lf lhe requested assistance is not granted

by Koshik; Foundation, in part or in full. then th6 Hospital reserves its right to mako up the shortfall from enother NGO or any other source- This

confirmation essentiaily states that the Hospital will not avail any duplicalo assistancs for the same patienucase lrom any othe. NGO or any othar source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedu.e advised/conducted by the Hospital on the
palient, is based on the arrangement belween the patient & the Hospital, and is in no way influenced by Koshika Foundation. H€nce, the Hospital will
assume sote & complete responsibility of the treatment & its outcome & safety of th€ patient. and Koshika Foundation will have no role or responsibility
in the matter.
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