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DECLA8ATION by APPLICANT; 3{*<6 ERr qiqql vrt
1) I hereby confirm lhat all details in this Form are True to the best of my knowledge. Any false statement will rend€r my Application E ongolng assistance, it any,
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1) By afiixing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name. address, photo & detail
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with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to mo.
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By afiixing hereunder, signature of our Authorised Signatory for recommending this case/patient Ior linancial assistance trom Koshika Foundation we

(Hospital) hereby affirm & accept following
1) that we neither are presently nor will in fu ture avail of financial assistance frcm another NGO or any other source, foi the same patienucase, as we are

requesling lo gel from Koshika Foundation, to the exlent that such assistance is granted by Koshika Found ation. lf the requested assistance is not granted

by Koshik; Foundation, in part or in full, then the Hospital reserves its right lo make up the shortfall f.om another NGO or any other source. This

confi rmation essentially states that the Hospitalwill not avail any duplicate assistance for the same patienucas€ from any other NGO or any oth6r source

The assistance from Koshika Foundation is only financial in nature The choice of the treatment/procedure advisediconducted by the Hospital on the
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soliciting donations for Koshika Foundalion and/or disseminating information about it's
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patient, is based on the anang ement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital will

assume sole & complete respons ibility of the treatment & it's outcome & safety ol the patisnt, and Koshika Found alion will have no role or responsibility

in the matter.
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