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DECLARATION by APPLICAIII: qr*({' Er{I dcqr vi:
1) I hereby cofltlrm lhat all details in this Form are True to the best of my knMedge. Any lalse statement will rend€r my Applica0on & ongolng asslsiance, if any,

liable for rejectiodcancellation.
2) I solemnly cgnfirm that assistsnc€, if received from Koshika Foundatlon, wlll b€ usgd only for lhe "purFose', as stated in this Fotm, for whlch such assislance

was requested by me.
3) I hereby clnfirm that I have not & will not in future, avail of reimbursement, an part or in full, from any other source/employer,'insurance clmpany, othe amount

for which ths assistance ts requesled
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,.GREEMENT by APPLICANT (iir+(6 !T{ 6{R)

1) By afflxing my signature or lhumb impression on this Form, I iApplicant) hereby agree & autho.ise Koshika Foundation and it's Trustees to

use/publish/pulup/reproduce my name, address, photo & detailj of tho 'purposg", for which such assistance is r€qussted/granted, through any

medium, including but not limited to verbal, print. electronic. for soliciting donations lor Koshika Foundation and/or disseminatlng inlomation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my kgatment or fulfilment ol lhe 'purpose"

for which assislance is being requested.

2) I (Applicant) fudher agree that any such use of my name, address, photo & dstails ol the'purpose". for which such assistance is requssted/granted,

will not automatically entifle me for r€ceiving or continuing lhe said assistanc€. The decision for granting and/or continuing the assistranc€ will rest solely

with the Trustees of Koshika Foundation, and their decision is this rggard will be linal and accoptable to me.
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By aflixing hereunder, signature of our Authorised Signatory lor recommending this case/patienl for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
i)init 16 neittre, ar" presentty nor will in-future 6vail of financial assistance from another NGO or any other source, for the same patient/case, as we are

rJquesling to get from'Koshik; Foundation. to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistanc€ is not granted

ty Xoinili fo"unOation. in part or in full, then the Hospital reserves it's right to make up the shortfall lrom another NGO or ary oth€r source. This

c6nfirmation essentially sdtes that the Hospital will not avail any duplicstg assistanc€ for th6 same patignl/case froh any other NGO or any othgr sourc€.

zjinu jiiistan"u fro,ri Koshika Foundatio; is onty financial in nalure. The choics of the trsatmenuprocedure advised/conductod by the Hospital on the

oatient. is based on the arangement betw€en the patient & the Hospital. and is in no way influenced by Koshika Foundation. Hsnce the HGpitalt'ill
isirr.e iote a corpfete resp;nsibility of the treatment & il's outcome & safoty oI the patisnt, and Koshika Foundalion will havg no role ot responsibility

in the matter.
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