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DECLARATION by APPL|CAflT: onifr {I Elsln yr:

1) I hereby confinn lhat alldetails in his Form are True to lhe best oI my knowledge. Any false stalement will ronder my Application & ongolng asslstanc€, if any,
liable for rejection/cancellation.

2) I solemnly confrm that assistance, if reclivod from Koshika Foundation, willbe used only for the'purposE', as stated ln thls Form, for whidr such assislance
was requested by me.
3) I hereby cufirm thal I have not E will not in future, availof reimbursement, in pan or in full, lrom any other source/employer/insurance clrnpany, of lhe amount
for which this assistance is requested.
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,.GREEMENT by APPLICANT ( Etr 6q{)

1) By affixing my signatu.e or thumb impression on this Fo.m, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trusto€s to
use/publish/put-up/reproduce my name. address, photo & d€talls of the 'purpos€', lor vvhich such asslstance is request€d/granted, through any
medium, including bul not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or diss€minating information aboul it s
activities/achievements. Such use of my pholo & d€lails can b9 made by Koshlka Foundation belorE or after rny lreatment or lullilmont o, ths 'purpos€'
for vrhich assislance is being requosted.
2) I (Applicant) further agroe lhat any such use of my name. addrqss, photo & details ol thE 'purpose', for which such assislanct is roqusrlod/grantod,
will not automatically entitle me for receiving or .ontinuing the said assistance. The d8cision tor granting and/or continuing the assistanG will rest sololy
with the Trustees ol Koshika Foundation, and their docision is this regard will b€ linal and acceptable to ms.
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By affixing hereunder, signature of ourAuthorised Signalory tor recommending this case/patienl for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accepl following:
1) that we neither are presenlly nor will in future avail of financial assastance trom another NGO or any other source, for lhe ssme pationt/case, as we ar6
requesting lo get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation. in parl or in full, then the Hospital reserves it's right to make up the shortfall lrom another NGO or any oth6r sourc!. This
confirmation essentially states that the Hospital will not avail any duplicatg assistanc€ for the samo patienucaso from gny other NGO or any othe. sourca.
2) The assistance from Koshika Foundation is only financial in nature. The choica of the treatmenuprocedure advised/conducisd by tho Hospilal on the
patient, is based on the anangenent betwEen the patient & the Hospilal, and is in no way inllugnced by Koshiks Foundalion. H€nce. lhe Hospitalwlll
assume sole & complete responsibility of the lreatment & it's outcome & safety of the pglient, and Koshika Foundation will h.v6 no role or rasponsibility
in the maner.
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