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DECLARATIOT{ by APPUCAXI: qri(5 Etr cicqr cr:
1 ) I hereby mnfirm hat all details in hls Form 8re True to lhe besl ol my knowhdgs. Any hlso statement wlll rsnd€r my Applicaton & ongolng asslstance, It any,

liable for rejecliorrcancellation.
2) I solemnly confrm thet assistancs, if received ftom Koshika Foundston, will be ussd only tor the 'purpose', 8s stated in this Form, fgr whidr gustr sssbtance
was requested bY me.

3) I hereby confirn that I have not & will not in fulure, availof reimbursement, in part or in full, from any other source/employer/insurance comp€ny, ofhe amount
for which lhrs assistance is requesled.
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1) By affixinq my signature or thumb impression on this Form, I rApplicant) hereby agrse & authorlse Koshika Foundation and it's Trustess to

use/publish/put-up/reproduce my name, address, phoio & details of the 'purpose', for whict such asslstance is .equssted/granted. through any

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

activitiedachievements. Such use of my photo & details can be made by Koshika Foundation before o. after my treatmsnt or fulfilment ol ths'purpos6'
for which assistance is being requested.
2) I (Appiicant) furthsr agree that any such use of my name, addr€ss, photo & dstails ot lhe 'purpose'. for which such assistance is requSsted/gr8ntgd,

will not automatically entitle me for rec€iving or continuing the said assistance. The decision for grdnting and/or conli.uing the assistanc€ will r€st sol€ly

with the Trustees of Koshika Foundation, and their decision is this rsgard wlll be llnal and acceptable to mo.
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By aflixing hereunder, signature of ourAuthorised Signatory for recornmending this case/patient for financial assistance from Koshika Foundation, we
(Hosprtal)hereby aflirm E accepl followrng:
1)that we neither are presently nor will in future avail of financial assislance from another NGO or any othsr source, for the same patienuc8se, as we are
requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the request€d assistance is not granted
by Koshik; Foundation, in part or in full, then the Hospital reseNes it's right to mak€ up the shortlall from another NGO or any othsr source. Thls
confirmation essentially states that the Hospital will not avsil any duplicate asslstancs tor th€ same patient/case from any othsr NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the lreatment/procedure advised/conducted by the Hospital on the
patient, is based on the anangement between th6 patient & the Hospital, and is in no way inf,uenced by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete responsibility of the treatmenl & it's outcome & safety ofth€ patient, and Koshika Foundalion willhavs no role or responsibility
in the matter.
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