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oECLARATION by APPLTCANT: qd<fr !m dcql !r:
1 ) I hereby confirn lhat all details in this Form are True to the besl of my knMedge. Any tulse statement ,,vill rend€r my Applicalion & ongoing assistanc€, if any,

liable tor rejectionlcancellation.
2) I solemnly clnffm thgt essistance, if received from Koshika Foundation, will be used only for the 'purpose'. as stated in thls Form. for which such assistance

was requestd by me.
3) lher;by confiim thal I have not & will nol in future, availof reimbuGement, in parl or in full, from any other source/employer,4flsurance cgmpany, orho amornt

for which this assrslance rs requested.
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1) By affixing my signature or thumb impression on lhis Form, I rAppticant) hereby agree & aulhorlse Koshika Foundation and it's Trustees to

use/publish/put-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. etecironic. for soliciting donations for Koshika Foundation and/or disseminating information about it's

activitieyachievemenls- Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or fulfilment of the 'purpose"

for which assistance is boing requested-
2) I (Appticant) further agree that any such use of my name, address, photo & details of the'purpose", lor $/hich such assistance is requested/grantsd,

wilt not automatically entitle me for receiving or continuing the said assistance. The decision fo. granting and/or continuing the assistance will rest solsly

with the Trustees of Koshika Foundation, and their decision is this regard will be tinal and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby atfirm & accepl tollowrng:
i;that we neither are presentlynor will in futuG avail of tinancial assislance from another NGO or any other source,Ior the same pationvcas€, as we are

requesting to get from Koshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe- requested assistance is not granted

by Koshik; Foilndation, in part or in full, then the Hospital reserves it's right to mak€ up the shortlall from anoth€r NGO or any other source. This

c;nfirmation essentially sdt€s that the Hospital will not avail any duplicate assistance tor lhe same patient/case from any othsr NGO or any olher source.

2) The assistance from Koshika Foundation is only financial in nature. The choice ol the treatmenuprocedure advised/clnducted by the Hospilal on lhe
pltient, is based on the arrangement between the pati€nt & the Hospital, and is in no way influenced bJ Koshika Foundation. Hence, thg Hospilalwill

iisume sote & complete resp;nsibitity of the treatment & il's outcome & safety ofthe patient, and Koshika Foundation will have no rolo or responsibility

in the matter.
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