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DEGLARAT|OI{ by AppLtCA T: r i(6 Em dcqr !r:
'l ) I herebv confirm lhat all dstails in thls Form are True to the best o, my knouredge. Any false stat€ment will render my Appticstion & ongoing asststance, it any,liable for rejectiory'cancsllation.
2) I solemnly cuffrm hat,ssistsnc€, iI received from Koslika Foundation. will be used only tor the .purpose', 

as slated in thls Fonn, br which such assistanc€
was requested by me.
3) I hereby clnfirm thal I have not & will not in future, availof reimburcement, in part or in full, from any other source/employer/insurance company, of lhe amour
for which lhrs assistanc€ is requested.
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1) By affixing my signature or thumb impression on lhis Form, I rApplicant) hereby agree & authorise Koshika Foundalion and it,s Trustees to
use/publish/pul.up/reproduce my name, address, pholo & details of the 'purpose', for which such assistance is request€d/granted, through any
medium, including but not limited to verbal, print, electronic, lor soliciting donalions for Ko$hika Foundation and/or dissemi;ating information about it,s
aciivities/achievements. Such use of my photo & details can be made by Koshika Foundation before or altar my keatment or fumlment of the "purpose,
for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name. address. pholo & d€tails of the 'purpose", for which such assistance is requested/granted,
will not automalically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will ;st solely
with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acc€ptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financiat assistance from Koshika Foundation. we(Hospilal) hereby affirm & accepl fol lowing
1) that we neither are presently nor will in future avail of financial assistanco from another NGO or any other source, for the same patient/case, as we arerequesting to ge( fiom Koshika Foundation, to lhe extent that such assislance is granted by Koshi ka
by Koshika Foundation, in part or in full, then the H osprtal reserves it's nght lo make up lhe shortfall
conflrmation essentially stales that the Hospitalwilt not avail any duplicate assistance for tho same patient/cass trom any olher NGO or 8ny other source2) The assistance from Koshika Foundation is only flnancial in nalure. The choice of the treatmenvprocred ure advised/conducted by the Hospital on thepatienl, is based on the anangement between the patient & the Hos pital, and is in no way influenced by Koshika Foundation. Hence, the Hospital willassume sole & complete responsibility of the treatment & it,s outcome & safely of the patient, and Kosh ika Foundation will have no role or rosponsibiiilyin the matter
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