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DECLARAI|oi{ by AppLtcAt{T: rcrt(6 EFr dcqr vr:
t ) I hereby coofirn tllat all dotails in this Form are True to the b€st of my knowledgs. Any false statement will rend€r my Appllcaton & ongoing assistance. it any,

liable for rejectiory'cancellation.
2) I solemnly confrm that assisiahce, if r€coived from Koshika Foundation, will be us6d only for the 'purpos6'. as stated in this Form. for whlch sud! asslstance
was requested bY me.
3) I hereby clnfirm that I have not & will not in fulure, avail of reimbursement, in part or in full, from any other source/employer,tnsuranca company. ol the amount
for whrch this assistanco rs requested
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trust66s to

use/publish/pulup/reproduce my name, add.ess, photo & details ofth€'purpose", for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation aboul it's

activities/achaevements. Such use of my photo & details can be madg by Koshika Foundation betore or aft6r my treatment or fullilmont o, the 'purpos€'
for which assistance is being requosted.
2) I (Applicant) fudher agrs€ lhat any such use of my name, address, photo & details of the 'purpose", lor which such assistsnca is rsquesled/grantod,

will not automatically entille me for rec€iving or continuing the said assistance. The decision Ior granting and/or continuing the sssislanca will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be linaland acceptabls to mE.
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By aflxing he of our Authorised Signatory for recommending this case/patient for financial assistance lrom Koshika Foundation, we
(Hospital)hereby affirm accept following
1) that we neithea are presently nor will in future avail of financial assistance from another NGO or any other source, for the same pati€nt/cas€, as w€ aro
requesting to get from Koshika Foundation, to the extent thal 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 the shortfall from anothsr NGO or any othor source. This
contlrmation essentially states that the Hospital will nol avail any duplicato assistiane for th6 same patienUcase from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial an nature. The choics of the treatmenuprocedure advised/conducted by the Hostital on the
patienl, is based on the anangemeht between the patient & the Hospital, and is in no way influencsd by Koshika Foundation. H6ncs. tho Hospitalwill
assume sole & complele responsibility of the treatment & il's outclms & galety of the patient, and Koshika Foundation will hsvo no role or responsibility
in the matter.
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