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DEcLAMTlo by APPLIoaNT 3n*({ ETn dcrT Tl:
1) I hereby confirm lhal alldetails ln this Form are True to the besl of my knowledge. Any false slatement will.ender my Application & ongoing assistance, it any,

liable for rejectiorrcancellation.
2) I solemnly confirm that assistance. if received from Koshike Foundation, will be us6d only for the'purpose', as stiatd in this Form. for which such a6sistance

was requested by me.

3) I hereby confirm thal I have not & will not in fulure, avail of reimbuGement, in part or in full, from any olher sour@/employer/insurance company, of the amount
for which this assistance is requested.
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't ) 8y afflxing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/pubtish/put-up/reproduce my name, address, photo & details ol the 'purpose', for which such assistance ls rsquested/granted, through any

medium, inctuding 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 & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purposE"

for which assistance is being requested.

2) I (Applicanl) further agree that any such use of my name, address. photo & details of the 'purpose". for which such assistance is rEquestsd/grantsd,

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

with the Trustees of Koshika Foundation, and their decision is this ragard will be tinal and acceptable to me.
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By affixing hereunder, signature ol our Authorised Signalory lor recommending lhis case/patienl for financial assistance from Koshika Foundalion, we
(Hospital) hereby atfrrm & accept tollowing
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any othar sourc€, for the same patient/case, as we are

requesting to get from Koshlt(a Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital resorves it's right to make up the shortfall from another NGO or any oth€r sourcs. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for th6 sam€ patient/case from any other NGO or 8ny other source.

2) The assistance trom Koshika Foundation is only financial in nature. The choice of the tGatmenuprocedure advised/conduct€d by the Hospital on the
patient, is based on the arrangement belween the patient E the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill
assune sole & complete responsibility of the troatment & it's oulcome & safoty ofthe patient, and Koshika Foundaiion will have no role or responsibility
in the matter.
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