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DECLARATION byAPPLICAi{T: i{rl(E. rm 'i,i!n ri
1) I he.eby confirm that all detarls in thrs Form are True to lhe besl ol my knowledge Any lalse statement wrll render my Applrcation & ongoing assislance, il any,

lrable for relectron/cancellaton.

2) I soiemnly conlirm lhal assistance. if roc€ived from Koshika Foundation, will be us6d only lor lh6 "purposa", as slated in thrs Form. for wtich such assistanc€

was .equested by me

3) I hereby confinn lhat I havg not & will not in future, avail of .eimbursement, in pan or in lull, from any other source/employer/insurance campany, ol the amounl

for which this rssistanc€ is requasted.
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1) By afiixing my signature or lhumb impression on lhis Form. I (Applicant) hereby agree & authoriso Koshika Foundation and it s Trustges to

use/publish/put-up/reproduce my name, address, photo & dglalls of the'purpose'. for which such assistanca is requqsted/grantgd, through any

medium, including but nol limited to verbal, print, electronic, tor solicltlng donatlons fo. Koshlka Foundallon and/or dissemlnating informalion about it's

aclivities/achievemenls. Such us€ ol my photo & delarls can b6 made by Koshika Foundation belore or after my lreatment or fulfilment ol the "purpose'

lor which agsistance rs baing requestgd

2) I (Applicant) ,urther agree that any such use ol rny name, address, pholo & dglails of lhe 'purpose', lor which such assiStance is IsquestEd/granted.

will nol automatically enlillo me for receiving o. conlinuing lh6 said assrslanco The dBcision lor granting and/or continuing the assislance will r€sl sol9ly

wilh the Trust€es ol Koshrka Foundalion. and thoir decrsron is lhis regard will be [inal and acc€ptable lo ms
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By affixing hereunder, signgture ol our Authgrised Signalory for recommending this case/patient tor linancial asoistance from Koshika Foundation, we
(Hospital) hereb)/ affrrm & accept tollowing:
1) that we neilhgr arg presently nor will in fulure avail of financial assislance lrom another NGO or any other sourcg, for th€ same patignucage, as we arc
requesling to get from Koshika FoLrndation, lo the exlenl lhat such assistance is granled by Koshika Foundation. lf the requested agsistance is not granted

by Kosnika Foundation, rn pan or rn l!li, then the Hosprlal reserves ( s nghl lo makE up the shorlfall hom another NGO or any olher source. This

conlrrmation essentially slales lhal lhe Hosprlal will nol avarl any duDlicate assislance for the same patienUcase fiom any othgr NGO or any olher sourca.

2) The asslstance lrom Koshrka Foundatron rs only frnancral rn nature The choice ol the lrealmenvprocedure advised/conducled by the Hospitalon the
patrent, is based on the arrangemenl belvreen the patient & lhe Hospital, and is in no way rnfluenced by Koshika Foundation. Hence, the Hospltal will

assume sole E complet€ responsibility ol the lreatmenl & it's outcome & safety ol lhe pali€nt, and Koshika Foundalion will have no role or rssponsibility

in the matler
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