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DECLARAION by APPLICINI: qri<+ fm dc![ Ti:

1 ) I hereby cq|firm thal all debils in lhis Form are True to the besl oI my knowledge. Any false slatemenl wi,l render my Applicalion E ongoing assistance, if any,

liable for rejecliorvcancelladon.

2) I solemnly confim thal assbtance, if received from Koshika Foundatjon. will be used only for lhe 'p!rpose'. as slated in this Form, for which $Jc+| assistance

was .equested by me.

iiine,LOy -nnii tt'"t I have not & rryill not in future, avail of reimtursement, in part or in full. frorn any oth€. sou.ce/ernployer/insurance cornpany, of lhe

for which this asststance is requested.
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By aflixing hereunder, signature ol ourAuthonsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation. we

(Hosprtar) hereby aflrm & accepl following:

il that we neither are presently nor will in luture availof financial assislance trom another NGO o, any othsr soutce, for the same patienucase, as we are

r;questing lo get from Koshik; Foundation, to the extent that such assistanca is granted by Koshika Foundation. lflhe requested assistance is not granted

bykoshik; Fo:undation, in part or in full, then the Hospital resorvos il's right lo mak6 up lhe shortfalllrom anolher NGO or any olhor sourco. This

c;nfirmation essentially states that the Hospital will not avail any duplicate assistanco for the same pstienucase hom any other NGO or any olher source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenupoc€dure advised/crnducted by lhe Hospital on the

pltient, is based on the affangement between thepatient & the Hospital, and is in no yray influenced bJ Koshika Foundatlon. Hence, the Hospilal will

issume sole & complete .esponsibility of the treatment & it's outcgme & safety of th6 patient, and Koshlks Foundatign will havo no.ole ot rcsponsibility

in the matter

1) By affixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/pubtish/pulup/reproduce my name. address, photo & details of the 'purpose', lor which such asslstance is requesled/granted. through any

medlum, inciuding but not limited to verbal. print, electronic, for soliciting donations lor Koshika Foundation and/or disseminaling information about it's

activities/achievements. Such use of my photo & delails can be made by Koshika Foundation beforc or after my treatment or fullllment of the 'purpose'

lor which assistance is being requestcd

2) I (Appticant) further agree that any such use of my name, address, photo & delails ol the'purpose', for which such assistanc€ is requested/gtanled,

;itt not automatically eniilte me for receiving or continuing the said assistance. The dgclsion for granting and/or continuing the assistance Y{ill .est solely

wdh lhe Truslees ol Koshika Foundation. and their decision is this regard will b€ inal 8nd acc€ptable lo m€.
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