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DECL RATIOT{ by APPLIGANT: rnrt(1i A{ sisu cr:
1) I hereby codrm that 8ll dgtails in this Fom a.e True to th€ b€st of my knowledge. Any false siatement will rsnder my Appllcatlon & ongolng asslstaoca, if any.

liable lor rejeclion/cancsllat on.
2) I solemnly clnfirm that assistanca, if,eceiv€d trom Koshika Foundation, will be used only for tho 'purpos€'. as slated in thls Form. br whlch suci sssistanca

was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbuEement, in part or in full, from any other sourc-e/employer/insurance compsny, of the amoij
for whict this assistance rs roquested
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation, we
(Hospital) hereby affkm & accept following:
i )tnit wi neitfrer are presen ynor will in future avail of financial assistance from anolher NGO or any other source, for the same patienucase, as we are

requesting to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistanco is not granted

Oykoiniki fo"rna"tion, in part or in full. then the Hospital reserves it's right to make up th6 shortfall from another NGO or any oth€r sollrc€. This

c6nfirmation essentiafly sdtes that the Hospitat will not avail any duplicate sssistanc€ for the same patieivcase frcm any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenl./proc€dure advised/conducted by the Hospital on the

p;tient, is based on the anangement between thepatient & tho Hospital, and is in no way influenced by Koshika Foundation. Hence. lhe Hospitalwill

lssume sote & comptele resp;nsibitity ol the treatmenl & it's outcome & safety oI the patient, and Koshika Foundation will have no role or responsibility

in the matter.

1) By affixing my signature or thumb impression on this Form, I (Appllcant) hereby agrse & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name. address, photo & details of the 'purpose', lor which such assistance is requgsted/granted, through any

medium, including but not limited to verbal, print, electronic, for solicitinq donations lor Koshika Foundation and/or disseminating intormation 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 'purpos€"

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

wi not automaticaily €nti e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solEly

with the Trustees ol Koshika Foundation. and their d€cision is this regard will bs final and acceptablg to me.
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