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ITECLARATIO'{ by APPUCAIT: qr+q6 arll dcql q;
1 ) I hereby confrm that all details in this Form are True to the best ol my knowiedge. Any fals€ statement will reMo. my Applioatbn & ongohg assistance. if any,

liable for rejectiorrcancellation.
2) I solemnly confirm that assistance. if rec,eived ftom Koshika Foundatjon, will be used only for the "purpose'. as stated in thls Form, ior whldr suct a$lgtance
was requesled by me
3) I hereby confirm thal I have not & will not in future, avarl of reimbursemenl, in part or in full, Irom any olher source/employer/insurance company, of the
for which lhrs assrslance is requesled
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1) By affixing my signature or thumb impression on this Form. I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/pulup/reproduce my name. address, photo A dehils of the 'purpose', for which such assistance is requestsd/granted, through any
medium, including but not limrted to verbal, prht, electronic, for soliciting donations for Koshika Foundation and/or disseminaling information about it's

activitigs/achievemenls. Such use of my pholo & details can be made by Koshika Foundation belore or aflgr my trcatment or lulfilment of the 'purposg"

for which assistance is being requgsted.
2) I (Applicant) lurther agree that any such use of my name, address. photo & details of the 'purpose', for which such assistance is rsquested/grantod,

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

with the Trustees of Koshika Foundation, and th6ir decision is this regard will be llnal and acceptablo to me.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending thjs case/patienl for financial assistance lrom Koshika Foundation, we
(Hospital) hereby affirm & accepl tollowrng:
1) that we neither are presently nor will in tuture avail of financial assistance lrom another NGO or any other source, tor th€ same patienucase, as we a.e
requesting lo get from Koshika Foundation, to the extent thal such assistancr is granted by Koshika Foundation. lf the requested assislance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up ths shortlall from another NGO or any other soulc€. This
cufinnation essentially states that the Hospital will not avail any duplicate sssistqnc€ for the same patiEnt/case from any other NGO or any other source.
2)The assistance lrom Koshika Foundation is only flnancial in nature. The choice of the treatnenuproc€dure advised/conduct€d by lhe l'lospitral on lhe
patient, is based on lhe a.rangement beh,vsen the patient & the Hospital, and is in no rvay influenced by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete responsibility of the treatment & il's outcome & sgfety of the pati€nt, and Koshika Foundation will have no .ole or rgsponsibiiity
in the matter.
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