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Ir€CLAnATION by APPLICA I: qrt(6 m sisrrr yi:
1) I hereby confirm that alldetails in this Form are True to the best of my knowledge. Any false slatemenl will render my Appllcation & ongoing assistancs, il any,

liablo f or rejectjory'cancellalion-
2) I solemnly confirm that assistance. if received from Koshlka Foundadon, will be us6d only for the "purpos€", as stated in thk Fom, for whidl such assbtance
was requested by me.
3) I hereby confirm that I have nol E will not in luture, avail of rcimbu6emenl, in part or in full. from any other sourcg/employer/insurance company. of $€ amount
for which this assisiance is rcquested
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1) By afiixing my signature or thumb impression on this Form. I iApplicant) heroby aEee & authodse Koshika Foundation and it's Trusle€s to

use/publish/pul-up/reproduce my name, address, photo & delails of the 'purpose', for which such assistance is requ€sted/granted, through any
medium, including but not lirnited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or dissgminating information about it's
activiti€s/achievements. Such use of my photo & details can be mads by Koshika Foundatlon b€fore or after my treatn€nt or fulfilmsnt of the 'purpose'
for which assistance is being requested.
2) I (Applicant) further agree thal any such use of my name, addrgss, photo & d8tails of the 'purpose', for which such agsistanc€ is requgstgd,/grant9d,

will not automatically entitle me for receiving or continuing the said assistance. The docision for granting 8nd/or continuing the sssistanc€ will resl solely
with the Trustees of Koshika Foundation, and their decision is this rogard will b€ tinal and acc€ptable to me.
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By aflixing hereunder, signalure of our Authorised Signatory for recommending this case/patient tor financial assistance from Koshika Foundation, we
(Hosprtal) hereby affirm & accept tollowrng:
1) that we neither are presently nor will in luture avail of financial assistancg lrom another NGO or any other sourc€, for th€ same pationrcas€! as we are
requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up lhe shortfall from another NGO or any other source. Thls
confirmation essenlially statss that thg Hospital will nol avail any duplicate assistanca for th€ same pstienucase trom any other NGO or sny othor sourca.
2) The assisiance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conductsd by th€ Hospital on the
patienl, is based on the anangement botween th€ patienl & lhe Hospital, and is in no way influenced by Koshika Foundation. H€nce. ths Hospitalwill
assume sole & complete responsibility of the treatmenl E it's outcome E safoty ofthe patient, and Koshika Foundation will have no rgle or .gsponsibility
in the matter.
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