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OECLARATIOT{ by APPLICANI: i{ri<6 ER dqqr q?:

1) I hereby mnftm lhat all details in $is Form are True to the best o, my knorledg€. Any false stalement wilt render my ApplicElon & ongohg assistanca, It any.
liat e for reiec{iorvcancelhtioo.

2) I solemnly confirm that assistanca, it received ftom Koshika Foundation. will be used only for lhe 'purpose', as stated in this Fom. br whldl such asslstance
was requested by me.
3) I hereby confim that I have not & will not in fulure. avail of reimbuEement, in parl or in full, frorn any other sour@/employer/insurance compsny, of the amounl
for which this assistance rs requesld.
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,,GREEMENT by APPLICANT ( Im ',O{)

'l) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundallon and lt's Trustges to
use/publish/pulup/reproduce my name. address, photo & details ol the 'gurpose', tor which suct assastance ls requested/granted, through 8ny
medium, including but not limiled to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or dissemlnating information about it's
activities/achievements. Such use of my photo & details can be mad€ by Koshika Foundation before or aftd my treatmenl or lullllm€nt of the 'purpose'
for vrhich assistanca is being rgqussled.
2) I (Applicant) tu her agree that any such use of my name, address. photo & details of the 'purpose". for which such assistanca is reque3ted/granted.
will not automatically entitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing thB assistanca will rost solely
with the Trustees of Koshika Foundation, and their decision is this .egard will b€ linal and acceptabl€ to m6.
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By affiring hereunder, signature of our Authorised Signatory fo. recommending lhis case/patienl for financial assistance from Koshika Foundation, we
(Hosprlal) hereby affrm & accept lollowing
1)that we neither are pGsently nor will in future avail of financial assistance from another NGO or any other source, lor the same patiEnt/casa, as we are
requesting to get from Koshika Fcundation, to the extent lhat such assistance is granted by Koshika Foundation. lf tho requested assistancr is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves its right to make up the shortfalltrom another NGO or any oth€r sourc€. This
confirmation essentially statos that the Hospital will not avail any duplicato assistanca for th6 samc patienucase from any othsr NGO or any othsr aource.
2) The assislance from Koshika Foundation is only llnancial in nature. The choice of the treatmenvprocedure advised/cuducted by the Hospital on the
patient, is based on lhe arangement between tho patient E the Hospital, and is in no way inlluenced by Koshika Foundation. Hence, the Hospitalwill
assum€ sole & complete responsibility of the treatmenl & il's outcome & safety of the palient, and Koshika Foundation will have no role or responsibility
rn the malter
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