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DECLAnAnOfl by APPUCA I: rartr{ lrII qiqqr yr:

1) I hereby confirm thal all details in his Form are True to the best of my knowledg€. Any fals€ statement will reMor my Application & ongoing 8$htanca. il any,
liable ior reiectiodcancellation.

2) lsolemnly confrm that assistance, if rcc€ived ftom Koshiks Foundation, willbe used only tor the'purpose', as statBd in this Fonn. for whict such a$istance
was requested bY me
3) I hereby confiim that I have not E will not in fulure, avail of reimburseoent, in parl or in full, ftom any olher source/employer,/insurance company, of ths amount
tor which lhis assistance is requosled.
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,.GREEIIENT by APPLICANT ( BRr s{r()

i) By affiring my signature or thumb impression on this Form, I iApplicant) h8reby agree & authorise Koshika Foundation and it's Trustoes to

use/pubtish/put-up/reproduce my name. address, photo & details ot the 'purpose", for which such assistanc€ ls requosled/grant€d, hrough any

medium, including but not timited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or disseminating infonnstion Sbout it's

activities/achievements. Such use oI my photo & details can be msde by Koshika Foundalion before or aftgr my trgatment or fulfilment ol the 'purposo'

for which assistancg is being requ€stgd.
2) I (Applicant) funher agree that any such use oI my name, addrass. photo & dotails of the 'purpos€'. for which such assistanca is roquested/granl8d,

wi not automatically entitle me for .ecoiving or continuing the said assislanco. The decision for granting and/or continuing the 8$istanct will rost solsly

with the Trustees o[ Koshika Foundation. and their dscision is this reg6.d will be final and acleptable to mo.
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By alfixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hosprtal) hereby atlirm E accept following
1) that we neither are presently nor will in future avail of financial assislanc€ from another NGO or any other source, for the samE patienucasg, as wo are

requesting to get lrom Koshika Foundation, to the extent that such assislance is g.anled by Koshika Foundation. It the requested assistance is not granted

by Koshika Foundalion, in part or in full, then the Hospital reserves it's right to make up the shortfull from another NGO or any oth9. sourc€. Thls
confirmation ess€ntially states that ths Hospitsl will not avail any duplicate assislanc€ for the samg pationucass from any oth€r NGO or 8ny othqr sourc€.

2)The assistance from Koshika Foundation is only linancial in nature. The choice of th€ treatmsnuprocsdure advis€d/corduct€d by the Hospital on the
patisnt, is based on the anangement between the patient & the Hospital, and is in no rvay influenced by Koshika Foundalion. Hsnco. the Hospitalwill
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will hav€ no rols or .asponsibility
in the matter
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