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DECLARATIOT{ by APPLICANT; qrt<6 Em q}qql !:l
1)l horeby cosfirm hat alldetails in lhis Fom are True to lhe best of my knowledge. Any false statement will render my Applic€tion & ongoing assistsnce. it any,

liablo ror rojeclion/cancellation.
2) I solemnly confrm flat assista.ce, if rec€ived trom Koshika Foundation, will be us€d only lor he 'purpose', 8s stated in this Folm. for whictr suci sssistancs
was requestod by me.
3) I heBby confrm hat lhave not & wiil not in future, availof reimbursement, in part or in full, lrom any other source/employer/insursnce company. ot the amount

for which this.ssistance is requested.
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1)By affxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorisg Koshika Foundation and it's Trustoss lo

uss/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such asslstanca ls requestod/grant8d, flrough any

medium, including but not limited to verbal, print, olectronic, for soliciting donations tor Koshlka Foundation and/or dlssemlnating lnfo,madon sbout lt's

ac,tivities/aciiovements. Such use of my pholo & detrails can be made by Koshika Foundation berorg or after my treatment or futlllmenl of lhe 'purpose'

lor which asslstanca is being requestBd.

2) I (Appticant) turther agreelhat any such use of my name, address, photo & d€talls ol the 'purpose', lor whlch such as8lstancs 18 reque3tod/gr8nt€d,

will not automstically entitle me for receiving or continuing the said assistance. The decision lor g.anting and/or continulng the sssistrance wlll rest 3olely

wilh the Trustses of Koshika Foundation. and their declsion is this regard will be final and acceptablg to me.
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By aflixing h€reunder, signalure of our Authorised Signatory for reclmmending this case/patient for financial assistance from Koshika Foundation, ws
(Hospital) hereby affirm E accept following:
1) that we neither are presently nor will in future avail of flnancial assistanc€ from another NGO o. any other source, for lhe same palienucase, as we are

requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, lf the requested assistance is not granted

by Koshika Foundation, in parl or in lull, then the Hospital reserves it s right to make up the shortfall f.om another NGO or any other source. This
conflrmation sssentially states that ths Hospital will not avail any duplicate assistanc€ for the samo pationucEgo trom sny othor NGO or any othol gourc€.

2) The assistance from Kashika Foundation is only flnancial in nature. The choice of the treatment/proceduro advised/conducted by the Hospital on the
pati6nt, is based on ths aranggment betweon the patient & lhs Hospital, and is in no way inf,uencsd by Koshlka Foundatlon. Honco, tho Hospltalwlll
sssumo sols & complete responsibility of the tro8trnent & its outclme & sslety of th8 patient, snd Koshiks Foundation will havo no rol€ or re3ponsibility
in the matter.
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