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DECLARAION byAPpUCAilI qrt(q, lI0 siqqr Td:

1 ) I hereby confim tlat all details in tl s Form are True to the best ol my knowlGdge. Any false statement will rcnder my Application & ongolng assistance. if any,
lhble tur rej€clir/cancellalion.

2) I Bolemnry bnfim trat assistance, if ,gceiv€d trom Koshika FoundEtion, will b€ used only tor lhe 'prrrpos€-, as stat€d ln this Form. fur whlcfi 8udl a$listane
was roquestd by ms.
3) I h€reby con n hal I have not & will not in future, avail of reimbursement, in part or in full, from any other source/empbyer/insuranca company, ol ho amount

tor whidr $is assistancs is requested.
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By afiixing hereunder, signalure of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, vre

(Hospital) hereby affirm E accept followrng:
i; ttrit we neither are presenlly nor will inluturo avail of llnancial assistance from snother NGO or any othor sourcs, for the same patienucasg, as we are

r;questing to got from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lflh€ requested assisliancs is not granted

bykoshik; Fo-undation, in part or in tull, then the Hospltal ressrves it's right to make up the shortfall from another NGO or any olhe. sourca. This

c;nfirmation essentially states that ths Hospital will not avall any duplicate assigtanc€ for tho same patient/ca66 from any othsr NGO or any oflgr sourc€.

2) The assistance from Koshika Foundation is only financial in nature. The choica of the treatn€nuprocedure advised/conducted by th€ Hospital on tho
patient. is based on thg anang6m6nt b€tween thapatient & the Hospital, and is in no way influoncod by Koshika foundallon. Honc6, th€ Hospitalwlll
assumi sole & complet€ .esinsibility oI the treatment & it's outcome & safety of the patient, snd Koshika Foundation will have no role or responsibility

in the mattet

1)By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agtee & authorise Koshika Foundation and ifs Trust€es to

uss/publlsh/put-up/reproduce my name, address. photo & details of the 'purpose', fo. which such assisiance is requested/granted, through any

medium, ioctudint but not limited to verbal, prinl, electronic, for soliciting donalions lor Koshika Foundation and/or disseminating lntormation about lt's

ac{ivlties/actievements. Such use ol my photo & details can be made by Koshlka Foundation belore or after my Ueatnent or fulfilmeot o, the 'purpose'

for which assistanca ls being requested.
2) I (Applicsnt) turther agree that any such use of my name, addrese, photo & details oflhe'purposs', for which such assbtanc€ ls requested/granted,

will not automatically entitle me for receiving or continuing lhe said assislance. The dedsion lor granting and/or continuing the assistance will rest solely

vrith th6 Trustees of Koshika Foundation, and their decision Is this regard wlll bs final and acc€plabls to ms.
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