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DECLARATIOT{ by APPLICAa{T: ?4T+(d m sisln cr:
1) I hereby contirm that alldetails in this Form are True to the best ofmy knowledge. Any false statement will reoder my Application & ongoing assistance, if any,

lhble for rejection/cancellalion.
2) I solemnly ionfirm that assistanc€, if r€ceived from Koshika Foundation, will be used only for the 'purpose-, as stated in this Form, for which such assistance

was requested by me.
aiineriOi conn,in tfrat I have not & will not in luture, avail of .eimbursement, in part or in fu|l, ftom any other source,/emptoyer/insuranc€ company, of the amount

for which this assistance is requested.
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By affixing hereunder, signature of our Authorised Signatory for recommending thas case/patient for financial assistance f.om Koshika Foundation, we

(Hospital) hereby affrrm & accept tollorving:
i;ttrit we neittrer are presently nor will inluture avail ol financial assistance from another NGO or any other source, tor the same patienvcase, as we are

r;questing to get from Koshika Foundation, to the extenl that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granled

by'Koshik-a Fo-undation, in part or in full, then the Hospital reserves it's right to make up the shortfall lrom another NGO or any other source. This

c;nfirmation essentially st;tes that lhe Hospital will not avail any duplicaao assistance for tho sama patient/case from any oth€r NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenup.oced!re advised/conducted by the Hospital on lhe
p; ent, is based on ths arrangement betwoen thepatiedt & the Hospital, and is in no way inlluenced by Koshika Foundalion. Hgnce, the Hospitalwil!

assume sole & complete res&nsibitity of the treatrnent & it's outcome & salety of the patient. and Koshika Foundation will havs no role or responsibility

in lhe matter.

1) By afiixing my signature or lhumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

usetpublistrlput-up/reproduce my name, address, photo & details of the 'purpose", for which such assistance is requested/granted, through any

medium, including but not timited to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or diss€minating lnlo.mation about it's

activitieJachiovements. Suqh use ol my photo & details can be made by Koshika Foundation belore or aft€r my treatmenl or fulfilment ol the 'purpose'

for which assistance is being requested.

2) I (Appljcant) ludher agree that any such use ot my name, address, photo & details ol the 'purpose', ,or which suc+! assistance is requested/granted,

;ill ;oi aulomalically eniitle me for receiving or continuing the said assistance. The decision lor granting and/or continulng the assistance will rest solely

wilh the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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