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OECLARATIOI{ by APPLTCA T qrk6 Em sicln cr:
1) I hereby confm hat all details in lhis Form aro True to lhe best of my knorrledge. Any false slatement will render my Application & ongoing assistance, if any,

liabls for rsjectirv/cancolhlion.
2) I solomnly confirm that agsistance, if recsived iom Koshika Foundaton, will be used only for th6 'purpose', as stiated in lhis Form, for which such assistance

was requested by m0.
3) t her;by confirm hat I have not & will not in futurs, avait of reimbursement, in pa.t or in tull, from any other sourc6/employer/insuran@ company, of ths arnount

for whlch this assistanco i9 requested.
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By afllxing hereunder, signature of our Authorised Signatory for recommehding this case,lpatienl for financial assislance trom Koshika Foundation, we
(Hospital) hereby aflirm & accept following:
i )that we neither are presently nor will in futurc avail o, financial assistance f.om another NGO or any othor source. for the same patient/case, as we are

r;questing to get from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

by Koshik; Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source This

conlirmation essontially st;tos that th6 Hospltal wlll not avail any duplicato assistanco lor th€ samo pati€nucaso trom any other NGO or any othsr source.

2) The assistance trom Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advisediconducted by the Hospital on the

pali€nt, is bas€d on th6 arangement b€twean tha patient & ths Hospital, and is in no way innuoncsd by Koshika Foundalion. Honce, th€ Hospital will

assume sote E. completo responsibillty of the troatrnent & it's outcome & ssfety ofthe patient, 8nd Koshikg Foundation will have no role or responsibility

in the matter.

t) By affixing my signaturB or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to

use/publish./put-up/reproduce my name, address, Ooto & details of the 'purpose', for whicrt such assistance is ,equested/g.anted, through any

medium, including but oot limited to vorbal, print, oloctronic, fof soliciting donatons ior Koshika Foundatior and/or dissomlnating intormatiofl about lt's

activities/actievements. Such use ol my pholo & details can be made by Koshika Founda0on b€fore or atter my treatment o, fumlment of th€ 'purpose'

for which assistancB is being requested.
2) I (Appticant) turther agree that any such use of my name, address, photo & details ofthe'purpose', for tYhich such assistance is requesled/granted,

will not automatically entitle mo fo, receiving or continuing the said assistance. The decislon for granting and/or contlnuing the assisianc6 wlll rest solely

with the Trustees of Koshika Foundation, and their d€cision is lhis regard will be final and acceptable to me.
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