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DECLARATIOII bymPl}cAtll: qri(6 Em siqqr 1,:
1) I hercby confrm hat all details in this Form are True to the best of my kno{ledge. Any false statement will render my Application & ongoing assistance, if any,

liable for r€joctiorrcanc€llation.
2)lsolemnly bnfirm that assistance, if received ftom Koshika Foundation, vJillbe used only for the'purpose', as stated in this Form, forwhich such assistance

was requested by me.
3) I hgdby corfrm hat I have not & will not in future. avail of reimbursement, in pan or in full, from any othor source/employer/insuranc€ company. of the amount

for which $is assistance is requested.
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gy affixing hereunder, signalure of ourAuthorised Signatory for recomhending lhis case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby afiirm & accepl following:
i;ttrit we neitner are presently nor will in futiire avail of flnancial assistance from another NGO or an) oth€r source. for the same patienucase, as we are

requesting to get from Koshiki Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lfthe requested assislance is not granted

bykoshik; Foundation, in part or in futl, then the Hospital reserves it's right to mako up the shortfallfrom anoiher NGO or ary othe. source. This

confirmation essenlially stites that the Hospital will not avail any duplicate assistanc€ lor the sams palignucaso from any othar NGO or any other source

Z) The assistance from Koshika Foundation is only flnancial in nature. The choice of the feahenuprocedure advised/conducted by the Hospital on lhe
p;tient, is based on the arrangement between thapati€nt & the Hospital, and is in no way influenc€d by Koshika Foundalion. Hgnce, the Hospitalwill

Lssumi sote & complete resp;nsibility of the troatm€nl & it s outcomo & satety ot th6 patient, and Koshika Foundation lvill have no role or responsibilaty

in the matter.

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

use/publish/pufup/reproduce my name, address, photo & detrails of the 'purpose", for whic+l such assistanc? is requested/grantgd, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation belore or afl€r my treatment or fumlment oI lhe 'pu.pose'

lor which assislancr is being requested.
2) I (Applicant) further agree that any such use ol my name, add.ess, photo & details ofthe'purposo", for lvhich such assistance is requested/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assislance will rest solely

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