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DECLARATIO byAPPLTCANTI iir*<6 ERI dsql q-r:

1) I hereby coifirm that all delails in this Form are True to the besl of my knowledge. Any falsg statement will rende. my Applicatlon & ongoing assistance, if any,
liable lor rejectiory'cancellation.

2) I solemnly confirm that assistance. if received from Koshike Foundation, will be used only for the 'purpose'. as strated in thls Form, for whlch suc'h assistance
was requestd by me.
3) I hereby confirm lhat I have not & wilt not in fulure, avail of reimbursement, in pad or in full. from any other source/€mployer/insurance @mpany, of [le amount
for which this assastance is aequesled.
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by !m 6{rI)

1) By afixing my signatlre or lhumb impression on this Fo.m, I iApplicant) hereby agree & authorise Koshika Foundation arld it's Trustees lo
use/publish/put-up/reproduce my name. address, photo & d€talls of the "purpose", for which such assistance is requested/granted, through any
modium, including bul nol limited to verbal, print, electronic, for solicitjng donations for Koshika Foundation and/or disseminating information about ifs
activities/achievements. Such use of my photo & details can bo made by Koshika Foundation b€fore or aftgr my trsatment or fullitmont ot Ihe 'purpos€"
for which assistance is being requested.
2) I (Applicant) further agree thal any such use of my name, address. photo & details of the 'purpos€', lor which such assistanca is rgqu€stEd/granted,
will not automatically entitle me for receiving or continujng the said assistance. The decision for grantang and/or continuing the assisiancs will rest sol6ly
with the Trustees of Koshika Foundation. and their decision is this regard will bs final and acceptabl€ to ms.
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By afiixing hereunder, signature of our Aulhorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation. we
(Hospilal) hereby aflirm & accepl followlng:
1)that we neither are presently nor will in future avail of financial assistance trcm anolher NGO or any other source, for the same patEnucas€. as we are
requesting lo get from Koshika Foundation. to the exlent lhat such assistance is granted by Koshika Foundation. lf the requested assistance is not grantod
by Koshika Foundation, in part or in lull, then the Hospital reserves it s right to make up th€ shortfall from another NGO or .ny other sourc€. This -
confirmation ess€nlially statss that the Hospilal willnot avail any duplicatg assistanca for the same patignucase from any othar NGO or any oth€r source.
2) The assislance from Koshika Foundation is only tinancial an nalure. The choice ot the treatmenuprocedure advised/clhducted by thg Hoipital on the
patient. is based on lhe aranggmont between the patient & the Hospital. and is in no way influencod by Koshika Foundation. Hen;, the Hospitalwill
assume sole & complete responsability of the lreatmenl & it s outcomo & safety of the patient, 8nd Koshika Foundailon will have no role or responsibilily
in the malter
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