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DECLARATIOil by APPL|CAilT: qri<r !m qlqql qr:

1 ) I hereby conlirm hat all details in this Form are True to he best o, my knodedge. Any hlse statement will render my Application & ongoing assistiance, il any,
liable for Ejscliodcancellalion.

2) I solemnly confim thst assistanc€. if received ftom Koshiks Foundation, will be us€d orly fo. tlle'purpos€', as stated in this Form. for which suct! assistance
was requested by rne.

3) I her;by confi;n hel I hav€ not & will not in future, avail of reimburs€m€nt, in part or in tull, from any othgr source/employe/insurance @mpany. ol th€ arnount

for which this sssistance is tequosted.
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qrd Eenfi :
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By affixing hereunder, signature of our Authorised Signatory for rocommending this case/palisnt tor financial assistance lrom Koshika Foundation, we

(Hospital) hereby afiirm & accept lollo,,ving:
'tltfrit we neither are pres€ntly nor will in future avail of Rnancial assistance from another NGO or an] other source, for the same patienucase, as we are

r;questing to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is nol granted

bykoshik; Fo--undation, in part or in full, then the Hospital reserves it's right to maks up lhe shoftfallfrom another NGO or any other source. This

;nfirmation ossentially sdtes that th6 Hospital will not avail any duplicatg asslstancs lor the samo pati€nt/cass Irom any other NGO or any othsr sou.ce.

2) The assistanc€ from Koshika Foundation is only financial in nature. The choice oI lhe t eatment/procedure advised/conducted by the Hospital on the

p;tient, is basod on ths anangem€nt betw€€n thepatient & ths Hospilal, and is ln no way inlluonced by Koshika Foundalion. H€nce. the Hospilalwill
assume sole & comptete r€sinsibility of the treatrnent & it's outcome & satety of thg patignt, and Koshika Foundation will have no rolg or .esponsibility

in lhe matter.

1)By affixing my signalure or thumb inpression on this Form. I (Applicant) hereby agree & aulhorise Koshika Foundation and il's Trustegs to

use/publish/put-up/reproduce my name. address, photo & d€tails of th6 'pueose', tor which such assistancc is requested/g.anted, through any

medium, including but not limited to vsrbal, print, glectronic, lor solicitlng donatlons lor Koshike Foundallon and/ol dissEminating lnlormatlon Sbout lt's

activities/achlovements. Such use ol my photo & detalls can be mad6 by Koshika Foundalion b€fore or alter my treatment or fulfilment ot lhe 'purpose'

for which asslstance is being requested.
2) I (Applicant) turther agree that any such use of my name, address, photo & detailg ofthe'purpos€', lor which such assistance is requestod/granted,

wi nol automaticatly entitle me for rec€iving or continuing the said assistance. The doclsloo for granting and/or continuing the asslstance will rest solely

with the Trustees o[ Koshika Foundation, and their decision is this r€gard will b€ final and accapt]able to me.
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