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DECIARATIOI{ by APPLICAIiT: r4d<6 E(I s]csr 17:

t ) I hereby coflfirm that all details in this Form are True to the besl of my knowledge. Any lalse statement will render my Application & ongoing assistance, if any,

liable lor rejectiory'cancellation.

2)l solemnly confirm that assistance, if received from Koshika Foundation, willbe used only for the 'purpose', 6s stated in this Form. for wtrich such assistanca

was requestd bY me.

3) t hereby coofrm that I have not & willnot in future, availof reimbuGement, in part or in full, from any olher source/employer/insurance @mpany. of the arnounl

for which this assistance is requesbd.
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1) 8y atfixing my signature or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

usc/publish/pul-up/.eproduce my name, address, photo & details ot the 'purpose', for which such assistance is requested/granted, th.ough any

medium, including but not limited lo verbal, print. electronic, for soliciting donations for Koshika Foundation and,/or disseminaling information about it's

activitres/achievements Such use ol my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose'

Ior whrch assistance is being requesled.

2) I (Applrcant) turlher agree lhat any such use of my name. address, pholo & details of the 'purpose', for which such assistance is requested./granted,

wilt not automatically entitle me fo. recriving or continuing the said assistance. The decision for granting and/or continuing the assisiance will rest solely

wllh lhe Truslees of Koshika Foundation, and their dacision is this rega.d will be final and acceptablg to m9.
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By affixing hereunder, signature of our Aulhorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundalion, we

(Hospital) hereby affirm & accept tollowing:

i1 that we neither are presentlynor will in-future availof financial assistance ,rgm anothe. NGO or any other sourc€, for the same paliEnucsse, as we ar8

r;quesling to get from Koshik; Foundation, to the extent that such assistance is g(anted by Koshika Foundation. lrlhe requested assistance is not granted

bykoshik; Fo-undation, in part or in full, then the Hospital€ssrves it's right lo make up the sholtfallfom anolher NGO or any oth6t sourc6. This

;nfirmation essentially states lhat the Hospital will not avail any duplicaie assistance for the same patienucase hom_any othe. NGO or any olhet sourc€.

i; ttr" asJi"ta*u trom Koshika Foundatio; is only financial in nature. The choic€ of lho treatmenuproc€&rre advised/conducted by the Hospitd on the

pitiunt, ii U"".0 on ttr" arrangement betyveen the'patient & the Hospital, and is in no way iniuenc€d by_Koshikafoundation. Herce, ths Hospital will

fiirrt i"f" Cr".pf# res6nsibitity of the treat;ent & it's outco;e & safety ot the patient, and Koshika Foundation rYill have no role o. tesponsibility

in the matter.
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