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OECLARATION by APPLICAi{T: sr+(fi { qrqqr q'r:

I ) I hereby conirm lhal all detarls rn lhrs F orln are True to lhe best o, my knowledge Any {alse stalemenl wrll render my Applrcatron E ongoing assislance ,l any

l€ble lor repclion/cahccllat,on

Z1 t solemnty ionlnm hat assislance. rt recerved lrom Koshrka Foundat@n. wrll be used only lor the purpose", as stated rn thrs Form. for whrch slJch assrslance

was requesled by me.

5iif,",iOi-"fr:. tta I h€ve nol & wilt not rn futurc, avait ol rcimbu.sement, rn patl or in full. from any olher source/employer/insurance cornpany, of lhe amounl

Ior which this assistance is requesled.
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By affixrng hereuncter srgnature ol our Authonsed Signatory for recommendrng lhrs case/palrenl lor financial asststance frcm Koshika Foundallon, we

(HosDital) hereby afirrm 6 accept lollowing:
i) thal we neithi. aro presenlly nor will in future avail ot financial assistance from anolher NGO or any othor source, for the same pationt/case, as we are

requesltng to get from Koshrka Foundalion, to the extent that such assrstance is granted by Koshika Foundation. If the requesled assistance is not granted

bykoshiG Foundation. in part or in fult. then the Hospital reserves il's right lo make up the shortlall from another NGO or any other source. This

confirmation gsssnlially stales thal the Hosptlal will not avail any duplicat€ assistance for tho same patienucase lrom any other NGO or any other source

2) The assistance lrom Koshrka Foundation rs only frnancral rn nalure. The chorce ol the treatmenl./procedure advised/conducted by lh€ l'lospital on th€

palienl. is based on lhe aflangemenl lretween the palienl E the Hosprlal and rs rn no way inflLrenced by Koshika Foundation Hence. the Hospitel will

assufie sole & complele responsrbr ty o, the kealmenl & d s outcome & salety ol the patrenl, and Koshika Foundalion will have no role or responsrbrlity

in lhe matler

1) By aflrxrng my srgnarure o, thumb rmpressron on thrs Form. I lApplicanl) hereby agree t aulhonse Koshika Foundation and il's Truslees lo

use/puOtisnt-pur-uptieproduce my name, address. photo & detailsol the'purpose". Ior which such assistance is requested/granled lhrough any

medium. rnciudrng but not trmrted lo verbat, p nl, etectronic, for solicating donations tor Koshika Foundalion and/or disseminatrng rnrormation about rl s

activities/achieve;enls. Such use oI my pholo & delarls can be made by Koshika Foundalion before or after my treatmenl or fulfilment ol lhe'purpose'

lor which assistance is being requested

2)I(Apptrcant) lurther agree that any such use of my name address. photo & delails ol the purpose. for which such assislance is requgsted/grantod,

wtlt nol automallca y en le me for recervtng or conlrnLlng lhe sard assrstance The decision {or grantrng and/or conlinuing the assislance will resl solely

with the Trustees ol Koshrla Foundation. and lher decision is lhis regatd will be final and acceptable to me.
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