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OECLARATIO by APPLTCANI: q|i(6 Em dsqr qr:

1 ) I hereby confrm thal all delails in this Form arc True to the best of my knowledge. Any talse staiement will render my Applicatioo A ongoing assistanco. it any,
liable for rejectiorrcancallalion.

2) I solomnly confrm that assistance, if rec€ived from Koshika Foundatjon, will bo used only ior the 'purpose-, as stated in thls Form. tor whldr sudr assistance
was requested by me.
3) I hereby confirm lhal I have not & will nol in fulure, avail of reinbuEemenl. an part or in fuli, from any other sour@/employer/insurance company, of the amount
for which this assistance rs requested
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1) By affixing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundallon and lt's Trustees to
use/publish/put-upheproduce my name, add.ess, photo & details of the 'purpose', for which suctr assistanc€ ls requested/g,aoted, throwh any
medium. including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activitieslachievoments. Such use of my photo & dgtails can b9 mads by Koshika Found.tion before or after my treatment or fulfilmont ofthe'purpose'
for which assislance is being .equsstod.
2) i (Applicant) tunher agree that any such use of my name, address. photo & details of lhe "purposg', for which such assistance is requgstgd/granlod,
will not automatically entitle me for roc€iving or continuing the said assistancg- Tha decision for granting and/or clntinuing the sssistanc! will rsst solely
with the Trustees of Koshika Foundation, and their decision is this regard will b€ linal and acc€ptrablg to me.
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By affixrng hereunder, signature of our Aulhorised Signalory for recommending this case/palient tor fanancial assistance from Koshika Foundation, we
(Hosprtal)hereby atfrm & accepl rollowing.
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the samo patj6nt/c:rs€, as we 8re
requesting to gel from Koshika Fcundation, to the extent that such assistance is granted by Koshika Foundation. lf the requesled assistancr is not granted
by Koshika Foundation, in pan or in full, then the Hospital res6.ves il s right to nakg up the shortfall from another NGO or any oth€r sourca. This
confirmation essentially statss that the Hospital will not avail any duplicate asslstsnc€ for tha sama patienucase from sny olhor NGO or 5ny ohEr source.
2) The assistance ftom Koshika Foundation is only financial in natlre. The choice of the treatmenuproc€dure advised/corducted by th€ Ho8pital on tre
patient, is based on the anangement between the patient & th€ Hospital, and is in no way influenced by Koshika Foundation. Henc€. the Hospitalwill
assume sole & complete responsibility of the treatmenl & it's outcome & safety ofthe potient, and Koshika Foundation will h€ve no role or rssponsibility
in the matte.
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