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OECLAnATION by APPLICANT: iqr*(6' ERr *qqr !-{:

1) I hereby confirm that all dgtails in this Form a.e True lo the best of my knowledge. Any talse statement will render my Application & ongoing asslstancs, i, any,
liable tor rejection/cancellation.

2) I solemnly confirm that assistance, if rec,eived fiom Koshika Foundation, will be us€d only for the 'purpose'. as stated in thh For , br whldr such assistance
was requested by me.
3) I hereby confirm that I have not & wiilnot in future, avail of reimbursement, in part or in full. from any other source/employer/insu.ance company. ol the amount
for which this assistance is requested.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for linancial assistance from Koshika Foudation, we
(Hosprlal) hereby attrm & accept toilowing.
i)that w; neither are presently nor will inluture avail of financial assistance from another NGO or any other source, for the same patienvcase, 6s we are

r;questing to get from Koshiki Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Uykoittii"" fo-una"tion, in part or in full, then the Hospital rese.vos it's right to make up the shortfall from another NGO or any otho. sourc6. This

i6nfirmation essentially st;t9s that the Hospital will not avail any duplicsae assistance br th€ same patignucase from any othsr NGO or any other source.

iiin. a"se6nce fror' Koshika Foundatio; is only linancial in nature. The choice of the treatmenuproc€dure advised/conducted by the Hospital on the

;;tent, i; b;sed on the arrangem€nt between thipatient & the Hospital, and is in no way influencsd by Koshika Foundalion Hence. the Hospitalwill

tssr-rme sole & complete resp;nsibility of the treatmenl & its outcome & safety ofthe patignt, and Kgshika Foundation will have no rolg or responsibility

1) By afilxing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees lo
use/publish/pufup/reproduce my name, address, photo & details of the 'purpose", for which such assistance is requostedigranted, through any

medium. including but not limited to verbal, print, electronic. for soticiting 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 afler my trcatment or fulrllment of the 'purposo'

fo. which assislance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & delails ol the 'purpose", for which such assistancs is requestsd/granled,

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

with the Trustees of Kgshika Foundation, and their d€cision is this regard will be tinal and accaptabl€ to ms.
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