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OECLARATIOI by APPLICANT: !iri({ !m c}qqr v{:
'l) I hereby confirm thal all delails in this Form are True to lho best of my knowl€dge. Any hls€ statem€nt will rsndsr my Appllcatlon & ongolng assistance. lf aoy,

liable for rejection/cancellation.
2)l solemnly confirm ltrat assistance, iI received fiorn Koshika Foundation, will be used only tor the'purpose', as stated in hls Form, for whldt such assistance

was requested by me.
3) I hereby conlirm that I have not &,rill not in future, avail of reimbursenent, in part or in full, lrom any other source/employe./insurance company. of lhe amount
for which this assislance is requested.
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,.GREEiTENT by APPLICANT ( n Em)

1) By afflxing my signature or thumb improssion on this Form, I r'Applicant) heroby agree & sutho.ise Koshika Foundatlon and it's Trusto€s to

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', lor which such assistance is requesied/grant€d, th.ough any

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

aclivities/achievemonts. Such use of my photo & details can be made by Koshlka Foundalion bgrore or alt€r my trgatment or lulfilment of the 'Purpos€"

for which assistance is being requesled.
2) I (Applicanl) further agree that any such use of my name, address, photo & details of the 'purpose', for which such assistanca is roquogted/grantad.

will not automaticalty entitle me for recaiving or continuing th€ sald assistance. The declsion for granting snd/or contlnuing the asslstSnce will rgst solely

with the Trustees of Koshika Foundation, and thoir decision is this rogard will bg final and acceptabl€ to mo.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hosprlal) hereby atfirm & accepl following:
i) lhit we neittrer are presen y nor will in future avail of financial assistance from another NGO or any other source, for the same patignucaso, as we arc
requesting to get from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested as$istancl is not granted

by Koshik; Fo-undation, in part or in full. then tho Hospital reserves it's right lo mako up the shortfall from another NGO or any oth6. source. This

confirmation essentially stitos that ths Hospital will not avail any duplicate assistsnce for th8 same patienucase from any other NGO or 8ny oth$ source.

2) The assistance from Koshika Foundation is only tinancial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospi|al on lhe
p;tient, is based on the anangement between thepatient & the Hospital, and is in no way influenced by Koshika Foundalion. Hence, th€ Hospilalwlll

assume sote & complete resp;nsibility of the treatmenl & it's outcome & safety of the patignt, 8nd Koshika Foundalion will have no role or responsibiiity

in the matter.
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