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oEcLARATlOll by APPLTANr: iiri<6 R{ qhqr qr:

1) I hereby confirm that all dolails in this Form are True to the best of my knorledge. Any false statement will render my Application & ongolng sssistanG, if any,

liablo for rojection/cancellation.
2) I solemnly ionfrm ttrat asslsianct, if received from Koshika Foundatlon, will be used only lor the "purpose', as stated in lhis Form. br which suci assistancs

was requested by me.
3) I hgr;by confi; d1at I have not 6i will not in luture, avail of reimbursement, in part or an full, from any other source,/employer/insurance comp€ny, of he amount

for which this assistanc€ is .gquested.
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1) By afiixing my signalure or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshila Foundation and it's Truslees to

use/publish/put-up/reproduce my name, address, photo & details of lhe 'purpose', for which such assistance is requ€sted/granted, through any

medium, including but not limited to verbal, print, electronic, lor soliciting donations ror Koshika Foundation and/or disseminatiog information about it's

actjvities/achieyements. Such use ot my photo & details can be made by Koshika Foundation before or afier my trealrnent or lumlment ol lhe 'purPose'

for which assistance is being requested.
2) I (Applicant) further agree lhat any such us€ ot my name, address, photo & dotails of the 'purpos€', tor whlch such sssistance is rsquested/granted,

will not automatically entitle me for receiving or continuing the said asSistance. Tho docision for granting and/or continuing the assistance will rest solely

with the Trust€es of Koshika Foundatlon. and lhoir decision is this regard will be final and acceptable to m9.
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By afiixing he.eunde., signature of ourAuthorised Signalory for.ecommending lhis case/patient for financial assistance trom Koshaka Foundation, we
(Hospital) hereby afiirm & acc€pt ,ollowing:
1)thst we neither are presently nor rvill in futura avsilof financial assistance from anothgr NGO or any other sourc€, fo. th€ s€me pstient/@se, as we are
requesting to get from Koshika Foundataon, to the extent that such assistance is granted by Koshika Foundalion. lf the requ€stod assistance is not grant€d
by Koshika Foundation, in part or in full, then the Hospilal reserves it s right to make up the shortfall from anothsr NGO or any other source. This
conlirmation essontially stat€s that tha Hospilalwiil not avail any duplicato assistanco for lh€ same pationl/case from any oth€r NGO or any other sourcs.
2) The assislance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on lhe
pati€nt, is based on the arrangemsnt behxeon the patienl & the Hospital, and is in no way inffuenc€d by Koshika Foundation. Henc€. thB H6pitalvrill
assume sole & complete responsibilily of the treatment & it's outcoms & sarety of the pati6nt, and Koshika Foundation will have no role or responsibility
in the maner.
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