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OECLARATIOT{ by APPLICANT: {r{(fi Em qlron cjl:

1) I hereby confirm that all detaiis in thrs Form are Tflre lo the besl ot rny knowledge Any false statemenl will render my Applrcation & ongoing assistance, if any,

lrable [or rejectrcn/cancellalron.

2) I solemnly confirm thal assistance, if rEcerved trom Koshika Foundauon, will be used only for lhe "purpose'. as stated in this Form, for which such assistanc€

was requested by me.

3) I her€by confirm that I have not E will not in future, availof r€imbursement, in part or in full, from any other source/Bmployer/insuranco company, oflhe amounl
for which this assistan6 is requested.
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1) By affixing my signalure or thumb impression on this Form, I (Applicant) heroby agree & authorise Koshika Foundation and al s Trustees tg

use/publish/put-up/reproduce my name, address, pholo & details of the 'purpose", tor which such assistance is r€quesledigranted, lhrough any

medium, including but nol limited to verbal, print, electronic, for soliciting donations for Koshiks Foundation and/or disseminating informalion about il's

aclivilies/achievements Such use ol my photo & detaiis can be made by Koshika Foundalion belore o. atter my treatmenl or fulfilment of the "purpose'

tor whrch assistanc€ is being requested

2) | (Applicant)fu(her agree that any such use ol my narne, address, photo & delails of lhe "purpose for which slch assislance is requested/grantEd,

will n.rt aulomallcally enlille me for receiving o, conlrnuing the said assrstance. The decision tor granling and/or conlinuing lhe assistanc€ will rest solsly

with lhe Truslees of Koshika Fo!ndatron. and lher. decrsron is lhis regard will be final and acc€ptabla lo me
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By affixing hereunder, signsture of our Authorised Signatory for recommendiog lhis case/patient for linancial assistance from Koshika Foundation, we
(Hospital) her€by affirm E accept following:
1) thal we neilh€r are prssently nor will in future avail of financial assistance lrom another NGO or any other source, for the sams pali€nuca6g, as ws arg
requesting lo get lrom Koshika Foundalion, to the exlenl that such assrslance is granted by Koshiks Foundalion. lf lhe roquested assistance is not granted
by Koshika Foundation, in parl or in full. then lhe Hosprlal reserves il s aght lo make up lhe shortfall from another NGO or any other source. This

conlirmalron essenlrally states thal the Hosprtal wrll nol avail any dupllcale assislance for lhe same patient/case from any olher NGO or any other source.

2)The assistance lrom Koshrka Foundatron rsonlyfrnancra in nature The chorce of the lrealmenuprocedure advised/conducled by the Hospital onthe
patienl, is based on the arrangement between the patent & the Hospital, and rs in no way influenced by Koshika Foundation. Hence, the Hospllalwill
assume sole E complete r€sponsrbilily of the treatmenl E il s oulcom€ & salety ol the palient. and Koshika Foundation will hav€ no rolo or responsibility
an the matter
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