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DECLARAT|oN by APPLTCAXI: qr+<tr ERr dsqr vr:
1) I hereby confrm that alldetails in this Form are True to the begt of my kno$Mge. Any false statement willrender myApplication & ongoing assistanca, il any,

liable for rejectiorrcancellation.
2) I solemnly confrm that assistance, if received from Koshika Foundation, will be used only tor the 'purpose'. as stated in thls Form, for which sudl a$istance
was reqt ested by me
3) I hereby contirm that I have not & will not in future, avarlof reimbursement, in pa( or in full, from any olher source/employer/insurance company, olthe a
for which this assastance is requesled.
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundatlon and it's Trust€es to
use/publish/pulup/reproduce my name, address, photo & details ol the 'purpose". lor which such assistance is requested/grantod, th.ough any
medium, including but not limited to verbal, print, electronic. for soliciting donations for Koshika Foundalion and/or disseminating information aboul it's
activities/achisvements. Such use of my photo & details can be made by Koshika Foundation belore or aftor my treatment or fulfilment ol thg 'purpose'
for which assislance is b6ing requgsted.
2) I (Applicant) further agree thal any such use of my name, address, photo & details oI the 'purpos€-, for which such assistance is requost€d/granted,
will not automatically entitle me fo. receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc! will resl solely
with the Trustees of Koshika Foundation, and their decision is this regard will be tinal and accaptabls to m6.
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By affixing hereunder, signalure of our Authorised Signatory for recommending this case/patient for llnancial assistance from Koshika Foundation, we
(Hosprlal) hereby affirm E accepl following:
'1) that we neilher are presenily nor will in future avail of financial assislance trom another NGO or any olher source, for lhe same patianucase, as wa are
requesting to get from Koshaka Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistan@ is not granted
by Koshika Foundation, in part or in full, lhen the Hospital r€serves it's ght to make up the shortfall from anolhor NGO or any other source. This
conlirmation essentially states that the Hospital will not avail any duplicato assistance tor th6 same patignvcasg from any other NGO or any othff sourca.
2)The assistance from Koshika Foundation is only financial in nature. The choice ofthe treatmenuprocrdure advised/conductsd by the Hospitalon the
patient, is based on the arrangement between the patient & the Hospital, and is in no way infiuenced by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete resDonsibility of the trealment & il's oulcoms & safety of the patient, and Koshik€ Foundation will have no rol€ or responsibility
in lhe matter.
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