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DECLARATION by APPL|CAI{T: sn+(6 Ero dsqr qr:

1 ) I hereby mnfirm hat all dehils in his Form are True to tho b€st of my knowledgo. Any false stalement will render my Appllcadon & ongoing assislanoe, i, any,
liable f or ejectiorvcancellatior.

2) I solemnly confirm that assistanc€, if recrived from Koshika Foundatioh, wlll b€ used only for the 'purpose', as stated in t s Form. for whidl such assbtancs
was requested by me.
3)l hereby confirm lhat I have not & will not in future. availof reimbursement. in part or in full, from any olher source/employer/insu.ance company, ot the amgunt
for which lhrs assistance is requesled.
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1) By affixing my signature or thumb impression on this Form, I rApplicant) hsreby agree & authorise Koshika Foundation and it's Truslees to

use/pilblish/put,up/reproduce my name, address, photo & details ol the 'purposa', for which such assistanc€ is .equssted/granted, through any

medium, including but nol limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or dissemioating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fultitment of the 'purposg'

for which assistance is being requested.
2) I (Applicant) furlher agree that any such use of my name, addrqss, photo & dstails of the 'purpos€'. for which such assistance is requested/granled,

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

with lhe Trustees of Koshika Foundation, and lheir decision is this roga.d will bs final and acceptable to me
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By affixing hereunder, signature of our Authonsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation. we
(Hospital) hereby affirm E accept following
i;tnat we neither are presently nor will in future avail ot financial assistance forn another NGO or any other sourc€, for the same patienrcaso, as we are

requesting to get lrom Koshika Foundation, to the exlenl thal such assistance is granted by Koshika Foundation. lf lhe requesled assislanc! is not granted

by Koshik; Foundation, in part or in full, then the Hospital reserves it's right to make up th€ shortfall fmm another NGO or any other sourco. This

c;nfirmation essentially states that lhe Hospital will not avail any duplicate assistance for the sam€ patienvcase from any other NGO or any othsr source.

2)The assistance from Koshika Foundalion is only financial in nature. The chojct of the treatmenuprocedure advised/conducted by the Hospital on lhe
patient, is based on the arrangement between the patient & the Hospital, and is in no way infl!enced by Koshika Foundation. Hence. the Hospital will

assume sote & complete resp;nsibility of the trealment & it's outcome & safety of tho patient, and Koshika Foundalion will have no role or responsibilily

in the matter.
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