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DECLARATIOT{ by aPPucaiT: fii(5 E{r q}srdll Yl:
I ) I heteby confirm thal all dBtails in this Form are True to the besl of my knowledge. Any falss statemont will ronder my Applicatlon & ongoing asslslance, it any,

liable f or rejectiorvcancelhtion.
2) I solemnly confirm h6t assistrance, il received from Koshika Foundation, will be used only for the "purpose', as stated in this Form. for whkh such ssslstance
was requesled by me
3) I hereby confirm thal I have nol & will not in future, avail of reimbursement, in part or in full, from any other source/employe./insurance company, of the amount
foa which this assistance rs requesled
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1) By afiixing my signatu.e or thumb jmpression on this Form. I iApplicant) hereby agree & authorise Koshika Forndation and it's Trustoes to
use/publish/put-upkeproduce my name, address. photo & detalls of the 'purpose', for whict such assistance is rsquested/granted, ttlrough any
medium. including but not limited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or diss€minating inlo.mation about it s
activities/achiev€ments. Such use of my photo & details can be made by Koshlka Foundalion b€fore or after my trsalrnent or fullilmofit ol lhe'purpos€'
for which assistanc€ is being requested.
2) I (Applicant) fudher agreE lhat any such us9 of my name, address. photo & d€tails of the 'purpose". for which such assislance is .oquestod/9ranted,
will not automatically entitle me for receiving or continuing the said assistancE. ThE decision for granting 8nd/or continuing the assistanca will rBst solely
with the T.ustees ol Koshika Foundation, and thsir dscision is lhis regard will be ,insl and acceptable to m6.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hosprtal) hereby affirm & accepl lollowing
1) that we neither are presently nor'rJill in future avail of llnancial assistance from another NGO or any other source, for the ssme patienucasg, as we are
requesling lo gel from Koshika Fcundation, to the extent lhat such assistance is granted by Koshika Foundation. lf the request6d assistanc€ is not granted
by Koshika Foundation. in part or in full, then thg Hospital .eserves it's right to make up th€ shortfall lrom another NGO or any other source. This
clnfirmation essentially states that the Hospital will not avail any duplicate asslstance tor th€ sam6 pati€nucas€ from any other NGO or 8ny othet source.
2) The assistance from Koshika Foundation is only llnancial in nature. The choic€ ofthe treatnent/procedure advised/corductgd by the Hospitel on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way anfluenced by Koshika Foundation. H8nce, the Hospitalwill
assume sole & compl€te responsibility of the treatment & it's outclmo E safoty ofthe patient. and Koshika Foundation will havo no rolg or responsibility
in lhe matter
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