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DECLARAT|OiI by APPL|CA T: qrt<6 lRr dlqr cr:
1 ) I hereby confim hal all details in lhis Form are True to the best o, my knowtedge. Any hlse statement wlll reod€r my Application A ongoing assistance, if any,

lBbl6 for r8recfjof/cancsllatiofl .

2) I solemnly conilrm that assistsnce. if r€ceived frem Koshika Foundatjon, will be used only fo. the'purposg', as stated in this Form. for which such assistance
was requestd by me.
3) I hefsby conlirm $at I have not & will not in futurg, avail of .eimbursement, in part or in tull, fiom any other source/employer/insurance company. of tho amount
for which this assistance is requested.
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1) By afrixing my signature or lhumb impression on this Form, I (Applicant) h€reby agree & authorise Koshika Foundalion and it's Trustees to
use/publish/put-up/.eproduce my name. addrass, photo & details ol lhe 'purpose', for whidl such assistanc€ is requested/granted, lh.ough any
medium. including but not limited to verbal, print, elecuonlc, for soliciling donaticns tor Koshika Foundation and/or disseminating into.mation about lt's
activities/achievements. Such use of my pholo & detalls can b9 made by Koshika Foundation bqtore or after my treatment or fulfihent ofthe'purpose'
for which assistanB is b€ing requested.
2) I (Applicanl) further agree that any such use of my name, address, photo & delails ofthe'purposg', for which such assistance is requested/granted,
will not automatlcally entitle me for receiving or continuing the said assistance. The decision lor granting and/or continuing lhe assistancr rvill rest solely
with th€ Truste€s of Koshika Foundation, and their dgcision is this regard will be llnal and acc€plablg to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation, we
(Hospital)hereby aflirm & accepl lollowrng:
1) that we neither are presently no. will in future avail of llnancial assistance from another NGO o. sny other source.lor the same patienucase, as we are
requesting to get from Koshika Foundation. to the extent lhat such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in lull. th€n the Hospital reserves it's right to make up the shortfall from anolher NGO or any other source. This
clnfirmation $s€ntially slales that the Hospital will not avail any duplicato assistanc€ ,or lhe sam€ pali6nl,/case from any oth6r NGO or any oth€r source.
2) The assistance from Koshika Foundation is only financial in nature. Jhe choice of the treatmenuprocedure advised/conducted by lhe Hospital on the
patient, is based on ths arranggment betwsen th6 pati€nt & th6 Hospital, and is in no way influoncod by Koshika Foundation. HBnce. th€ Hospilal will
assume sole & @mplete rosponsibility of the t.gatrhent & it's outcome & safety ofthe patient, and Koshika Foundation will have no role or responsibility
in lhe matler.
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