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DECLARATION by APPLICANTT .Erk5 ERr dsqr Ti:
'1) I hereby confirn that alldetails in this Form are True to the best ot my knowledgg. Any false statomont will.ender my Application E ongoing sssistanco. if any,

liable for Ejectbrlcancellation.
Z) iiotimnty ionitrm ttrat assistanca, il received lrom Koshika Foundation, will be used only for the "purpose', as stated in this Form. for whidl such assistanc€

was requestod by me.
iiifr"riLy onn* ttrt I have not & wi not in fulure. ava,l of reimbursement. in part or rn full, from any olher source/employer/insurance company. of the amount

for whici this assistance is requested.
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1)By affixing my signature or thumb impression on this Form. I (Arjplicant) her€by agree & authorise Koshika Foundation and it's Trustees to

use/iublish[uf-up/ieproducs my name, address, photo & details of the 'purpose", for which such assistance is r€quested/granted, thtough any

medium. inciuding but not limited to verbal, print, ;bctronic, for soliciting donalions for Koshika Foundation and/or disseminating infomalion aboul ifs

activitiedachieve;onts. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfllment of tho 'purpgs€"

for which assistance is being requested

2) I (Applicanl) further agree that any such use of my name. address, photo & details of lhe "purpose", for which such assistanco is rEqusstgd/grant€d'

wi noi automaticatty entifle me for receiving or continuing the said assistance. The decision for granting snd/or continulng the asslstance wlll rest solgly

with the Truste€s of Koshika Foundation, and lheir decision is this regard will b€ final and acceplable to me.
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By affixing here under, stgnature ol our Authorised Signatory for recommending this case/palient for financial asgstanco from Koshika Foundation, we

(Hospital) hereby affirm I accept following
1)that we neither are presently nor will in fu tuae avarl of flnancial assistance from another NGO or any olhsr source, for the same patienucase, as we arg

requesting to get from Koshika Foundation to the extent lhat such assistance as granted by Koshika Found ation ll the requested assistance is nol granled

by Koshika Foundation. in part or in tull. then the Hosp ital reseNes it's right to make up the shortfall from another NGO or any other source. This

confirmation essentially states that the Hospitalwill not avai I any dupl rcate assistance for the same pati€nucas e from any other NGO or any othar sour@

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatrnenl,/p rocedure advised/conducted by the Hospitalon the

patienl is based on the arangement between the patient & the Hospital , and is in no way influenced bY Koshika Foundation. Henco, the Hospitalwill

assum e sole & complete responsibility of the treatment & it's outcome & safety of the patient, 8nd Koshlka Foundation will have no role or responsibility

in the ma(er.
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