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oECLAMTION by APPLICANT: rcri(6 Er{I Sc[lt cx:

1) I hereby confrm that all dehils in this Form are True to the best ot my knowledge. Any lalse statement will r€nder my Appllcatlon & ongolng assistanc€, il any,
liablo br rej€c'tiorvcancellation.

2) I solemnly confrm lhat assistance, il rec€ived hom Koshika Foundstion, will b€ used only fo, the'purpos6'. as statod in lhis Form, lor which suci gssigttnca

was requestd by me.
3) I hsr8by confirm that I have not & will not in future, availof reimbursement, in part or in full, from any other source/employer/insurancs compsny, ol tho amount

for which this assistance is rcquested.
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1) By afiixing my signalure or thumb impression on this Form, I (Applicant) hereby agr6e & authorise Koshika Foundation and il's Trustees to

use/publish/put-up/reproduce my name. address, photo & details of the 'purpose', for which such assislance ls requested/granted, through any

medium, including but not limited to verbal, print, electronic, for sollciUng donatjons lor Koshika Foundation and/or dissomlnSting lnformation about lt's

activities/achievements. Such use of my photo & delails can be made by Koshika Foundatlon before or altor my troatment or fulfilment ollhe'pufpose'
for which assistanc€ is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & d€talls ol the 'purposs', for whlct such $slstancs is requested/granted,

will not automalically entitle lne for receiving or continuing the said assistanc€. The decislon for granting and/or continuing the assisiance will rest sol€ly

with lhe Trustees of Koshika Foundation, and their d€clsion Is thls rega.d will bo flnal and acceptable to me
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By afiixing hsreunder, signature of our Authorised Signatory for reclmmsnding this case/pati€ntfor tinancisl a8si8lsnco ftom Koshika Foundadon, ws
(Hospital) hereby aflirm & accept followingl
i )th;t w; neither are presently nor will in future availof financiai assistance from anothgr NGO or any othsr sourcs, tor lhs sam€ patienucase, as w€ arg
requesting to get from Koshika Foundation, to the gxtent that such assistance is granled by Koshika Foundation. lflhe requesied assistsnca is not granted

bykoshik; Foundatlon, in part or in tull, then the Hospilal rsserves lt's right to make up the shortliallfrom anoth€r NGO or any olher source. lhls
c6nfirmation 6sssntially states that the Hospitalwill not avail any duplicat€ asslstanct for ths ssms patl6nucass from 8ny olher NGO or any olhgl sourc€.
2) The assistance from Koshika Foundation is only flnancial in nature. The choice of the featmenupmcedlr€ advisgd/conducted by ths Hospital on lhe
p;tlent, ls based on the arrangemont bstwe8n tho patlent & the Hospltal, and ls ln no way lnf,uBncod by Koshlka Foundallon. Hqnco, the Holpltal wlll

assumo sole & complete responsibility of the treatm€nt & it's outcpme & sstety oltho palient, snd Koshika FoundEtlon wlll havo no role or r€sponsibllity
in th€ matter
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