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DECLARATIOI{ by APPLICANT: qd<C Em qJqln T,:
1) I hercby conlim lhat alldetails in this Form are True to the best ol my kno,/ledge. Any false statement will render my Application & ongoing assistan@, it any,

liable for rcjecliorvcancellation.
2) I solemnly confrm trat assistane, if received trom Koshik€ Foundation, will be used only for th€'purpose', as stated in this Form. torwhlch such assistance
was requested by m9.
3) I hereby condn hal I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of ths amount

for which his assistance is requosted.
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gy afiixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for financial assistance from Koshaka Foundation, we

(Hospital) hereby affirm & acc€pt lollowing:
i;tnit we neittrir are presently nor will in future avail ol financial assistance hom another NGO or any other source. for the same patienvcase, as we are

requesting to get from Koshiki Foundation. to the extenl that such assistance is granted by Koshika Foundation. llthe requested assistance is not granted

bykoshik; FoiJndation. in part or in full, then the Hospital reserves it's right to make up the shortfall f.om another NGO or any oth€r source. This

confirmation essentially statos that tho Hospital will not avail any duplicats assislance for the sams patient/case from 8ny olher NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuproc€dure advised/conducted by the Hospilal on the
patient. is based on the arangement bstwesn lha patient & the Hospital. and is in no way influenced bf Koshika Foundalion. Honc€. lh€ Hospital will

issume sole & complete responsibiiity of the treatm€nt & il's oulcom€ & safety ofthe patient. and Koshika Foundation will have no role or responsibility

in the mane..

1) By afiixing my signature or thumb imp.ession on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's T.ustees to

use/publish/put-up/reproduce my name, address, photo & detaiis of the 'purpose'. for which such assistiance is requested/granted, through any

medium, inciuding but not limited to verbal. print, elecuonic, for soliciling donations for Koshika Foundation and/or disseminaling lnfomalon about lt's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundation belore or afrer my treatrnent or fumlment of lhe 'purpose'

for which assistance is being requested.

2) I (Applicant) fudher agree that any such use of my name, address, photo & details of the 'purpose', lor Yvhich suctl assistance is requested/granted,

willnot automatically entitle me for receiving or @ntinuing the said assislance. The decision Ior granting and/or continuing the assistancl will rest solely

with the Trustees of Koshika Foundation, and th€ir decision is lhis regard wilt be final and acc€ptable to me
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