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DECLARATION by APPLICAflT: 3ir+(r fi{ dsEn Trl

1) I hereby confrm lhat all details in this Form are True lo lhe best of my knowledge. Any false statement will rendEr my Application & ongoing assistanc€, if any,
liable for rejection/cancellaion.

2) I solemnly confirm that assistance, if received frcm Koshika Foundatioh, will be used only for the'purpose', as stated in his Form, for which such assislanca

was requested by me.
3) I hereby clnliim thal I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amolnt
for which lhis assistance rs requested
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1) By afiixing my signature or thumb impression on this Form. I rAppljcant) hereby agree & autho.ise Koshika Foundatioi and it's Trustees to

use/publish/pufupheproduce my name, address, photo & details of the 'purpose", for which such assistance is requested/granted, through any

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

activities/achievements. Such use of my photo & details can b€ made by Koshika Foundation before or afler my treatmenl or fulfilmsnt of the "purpose"

for which assistance is being requssted.
2) I (Applicant) further agree that any such use ol my name, address, photo & details of the 'purpose", tor which such assistance is requoslgd/gGnted,

will not automatically entitle me for receiving or conlinuing the said assistance- The decision tor granting and/or continuing the sssistance will re3t solely

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

(Hospital) hereby afiirm & accept following:
il tnit we neitndr are presentty nor will inluture avail of llnancial assistanco from another NGO or any other source, for the same patient/case, as we are

requesting to get from Koshiki Foundation, to the exlent thal such assistance is g.anted by Koshika Foundation. lflhe rcquested assistance is not granted

Uy'Xoinifi fo-unOation, in part or in full, then the Hospital resorvos it s right to mako up the shorlfall from another NGO or any othsrsource Thls

c6nfirmation essentially st;tes that the Hospital will not avail any duplicate assistanc€ for tho same patienucase f.om any olhar NGO or any othEr source.

iifhe isibt"nce f,o,; Koshika Foundation is only flnancial in nature. The choic€ of the heatmenuprocedlre advised/conducled by the Hospital on lhe

pltiunt,-ii 0"""0 on ttre anangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospitalwill
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resp;nsibility of the trcatment & its oulcome & salety of th€ patienl, and Koshika Foundation will have no rolg or responsibility

in the matter.
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