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DECLARAnON byAPPLlCAtfi: riTiRi Em dq![ ln:
1) I hereby confirm thal all delails in this Form are True to lhe besl of my knowhdge. Any talse statement will rendar my Application & ongolng a$istancs, if any.

liabl€ tor rejectiorvcancellation.
2) I solemnly confrm ttlat assistance, if rcceived trom Koshika Foundation, will be us€d only ior the 'purpose'. as stated in this Form, lor whlct sucrr assbtanc€
was requestd by me.
3) I he.eby confirm that I have not & will nol in future, availof reimbursement, in part or in full, lrom any olher source/employer/insu.ance compary, of lhe amount
for which this assislancs is requested.
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1)By affixing my signature or thumb impresslon on thls Form. I iApplicant) hereby agree & authorise Koshika Foundatjon and it's Trust€os io
use/publish/put-upheproduce my name. address, photo & details ofthe'purpose', for which such assislance is roquEsted/grant€d, hrough any
medaum, including but not limiled to verbai, print, electronic, for soliciting donations for Koshika Foundation and/or disseminsting intormation about it's

activities/achievemenls. Such use of my photo & dotails can be made by Koshika Foundation bslor€ or after my lrealrnent or fulfilmsnt or lhg'purposs'
for which assistanca is being requoslod.
2) I (Applicant) fudher agr€e that any such use of my name, address, photo & dgtails ol the "purpose', for which such assistance is roquested/g.antsd,
will not automaticatly entltl€ me for rec€iving or continuing the said assistance. Tho declsion for granting 8nd/or continuing the assistan6 will .98t solely
with the Trustees of Koshika Fouhdation, and tbeir decision is this regard will b€ final and ac!€ptable to m€.
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By atli)(ing hereunde., signature of our Authorised Signatory for recommending this case/patienl lor linancial assistance f.om Koshika Foundatbo, ws
(Hospital) hereby afirm & accept tollowing:
1)that we neither are presently nor will in future avail of financial assistance from another NGO or any othsr souaca, for the sam€ patignuc{ls6, as we ar€
requesting to get from Koshika Fcundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe requostgd assislance is not grantsd

by Koshik; Foundation. in part or in full, lhen tho Hospital reservos it's right to make up the shortfall from anoth€r NGO or any other sourcr. This
contlrmation essentially stat€s that thg Hospital will not avail any duplicate assistancs br ths sam€ patienucose frorn any other NGO or 8ny othsr sourcg.
2)The assastanc€ from Koshika Foundation is only financial in nalure. The c-hoice of ths treatmenuprocrdurg advised/corducled by ths Hospitial on lh€
patioht, is based on the anangement between the patient & the Hospital. and is in no way influenced by Koshika Foundalion. Hance. thg Hospitalwill
assume sole & complete responsibility of the treatment & it's outcomB & saf€ty of the pati6nt, and Koshika Foundalion rvill have no rclo or rssponslbility

in the matter.
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