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DECLARATION by APPLTCANT: 3n+<{ ERr dqql cI:
1) I hecby mnfim thal all details in this Form are True to the besl of my knowledge. Any false stalement will render my Applbafon & ongolng assistanca, it any,

liable for rejeclion/canc€llation.
2) I solemnly c.nlirm that assistance, if received from Koshika Foundation. will be Used only for the 'purpose'. as stated in this Form, for which such assistance
was requesled by me.
3) I hereby confrm that I have not & will not in future, availof reimbursement, in part or in full, f.om any other sourc!/employer/insurance company, ofthe amount
for which lhis assistance rs requosld.
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,,GREEME T by APPLICANT ( ERI 6M)
'1) By aftixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and lt's Trustees to
use/publish/put-up/reproduce my name, address, photo & dotails of the "purpose', for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print. electronic. for soliciting donations for Koshika Foundalion and/or disseminating informaiion about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or aftsr my treatment or lulfilmsnt of the 'purpose'
for which assistance is being requested.
2) I (Applicant) further agree that any such use ol my name, address, photo & dgtails ol the 'purpose', for which such assistance is r€questsd/granted.
will not automatically entitle me for receiving or continuing the said assistance. Th€ decisioh for granting and/or continuing the assistancg wlll rest solBly
with the Trustees of Koshika Foundation, and their decision is this regard will bo linal and acc€ptabl€ to me.
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8y aftixing hereunder, signature of our Authorised Signatory for reclmmending this case/patient for financial assistance from Koshika Foundalion, we
(Hospital) hereby affirm & accept lollowing
1) that we neither are presently nor will in future avail of llnancial assistance from another NGO or any other source, for the same patienvcase, as we are
requesting to get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lf the requested assistancc is not granted
by Koshika Foundation, in part or in full, thon the Hospital reserves it's right to make up the shortfdll from ahothsr NGO or any othsr source. This
confirmatioo essentially states that the Hospital will not avail any duplicalg assistanc€ for tho same patient/case from any olher NGO or any oftgr source.
2) The assislance from Koshika Foundation is only financial in nature. The choic€ ofthe treatmenuprocedure advised/cqducted by the Hospital on the
patient, is based on the anangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility oI the treatment & it's outcome & safoty of lhe patienl. and Koshika Fo{rndalion will have no rolE or r€sponsibility
in lhe matter.
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