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DECLARATIOT{ by APPLTCANT: qri<6 Em SqllII rq:
1) I hereby confirm that alldetails in this Forn are True to the best of my knowledge. Any false siatement will render my Application & ongoing assistance, if any,

liable tor rejection/cancellation.
2) I solemnly confrm that assistance, if received from Koshika Foundation, will be used only for the "purpose", as stat€d in this Form, for which such assistan@

was requested by me.
3il hor;by conlirm that I have not & will not in future, availof reimbursom€nt, in part or in lull. from any oth€r sour@/omploy€r/insurance company, orhe a
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistancg from Koshika Foundalion, wg

(Hospital) hereby affirm & accept following:
iytnit w6 neittter are presen ynor will injuture avail of financial assistance from another NGO or any other source, for the same patienucase, as we are

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

by koshik; Fo--undation. in part or in full, then the Hospital r€seNes it's right to make up the shorttall from anothor NGO or any oth€r source This

conlirmation essentially st;tes that the Hospital will not avail any duplicate assistance for the same patienucase from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. Tho choice of the treatmenuprccedlre advised/conducted by the Hospital on the

pltient, ii Uasea on tne arangement between thepatient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete resp;nsibility of the treatment & it's outcome & safety ol lhe patient, and Koshika Foundation will have no role or responsibility

in the matter.

1) By afiixing my signature or thumb impression on lhrs Form. I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtish/put-up/reproduce my name, address, photo & details of the 'purpose", for which such assistance is requested/granted, through any

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about ifs

activitiegachieve;ents. Such use of my photo & details can b6 made by Koshika Foundation before or after my treatment or fumlmont of the 'purpos€"

for which assistance is being requested.
2) I (Applacant) fudher agree that any such use of my name, address, photo & details ol the 'purpo6e', for which such assistance is requ€sted/grant€d,

wi noi automatica y eniitle me for receiving or continuing the said assistanca. Th€ decision for granting and/or continuing the sssistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this reqard will be final and acceptable to me
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