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DECLAnATION by APPLtCAt{t oTd<6 tRr s}cqr rn:
'l) I hereby confrm that all details in ftis Form are lrue to the b€sl of my knowledge. Any talse statement will .ender my Applicatlon & ongolng asslstanca, jt an,

liable for rejecliorvcancdlation.
2) I solemnly confrm hatassistance, if received from Koshika Foundatlon, willbe used only for the'purpose', as slated in this Form. for which such asslstanca
was requesled bY me.
3) I hereby confirm that I have oot & will not in future, availof reimbursement. in part or in full, fiom any other source/employer/insu.ance company, ot the amount
tor which this assistance rs requestd.
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by Bru 6m)
'1) By afilring my signature or thumb impression on this Form, I lApplicanl) hereby ag.ee & authorise Koshika Foundation and it's Trustees to
use/publish/pulup/reproduce my name. address, pholo & details of the 'purpos€'. for which such assistanc€ is requested/grarted, through any
medium. incluclang but not limited lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disserninating intormation about it's
activities/achievements. Such use of my photo & delails can be made by Koshika Foundation belore or afld my trealment or fulfilmsnt of th€'purpogo'
for which assistance is being requested.
2) I (Applicant) further agrse lhat any such use of my name. address, photo & details of the 'purpose', tor which such assistanco is roqu€9tad/grantod,
will not automatically entitle me for recoiving or continuing the said assistance. The decision for granling and/or cutinuing the assistan6 will r€st sol€ly
with the Trustees of Koshika Foundation, and thgjr decision is this regard will b€ linal gnd acceptablo to m6.
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By affixing hereunder, signature of our Authorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept lollowing:
1) that we neilher are presently nor will in future avail of financial assistance from another NGO or any oth€r source, for th€ same patienucass. as we arg
requesting to get from Koshaka Foundation, to the extent thal such assislance is granted by Koshika Foundation. lf the requested assislance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shorttall from anothor NGO or any other sou.ce. Thls
confirmation essentially states that ths Hospital will not avail any duplicate a$istanca for tho samg patienucase f.om any othgr NGO or any other sou.ce.
2) The assistance from Koshika Foundation is only financial in nature. The chobe of the trsatrnenuproc€dure advised/conductsd by lhe Hospital on the
patient, is based on the anangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hgnca. tho Hospilalwill
assume sole & complote responsibility of the treatmenl & it's outcome & safety of tho pati8nt, and Koshika Foundation will hgve no .ole or rgsponsibility
in the matter.
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