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DECLARAIIOI{ by APPLIGANT: iqT*<fi, BRI SqqI T:

1) I hereby confirm that alld€tails in this Form are True to the b6st ol my kno',r/hdge. Any fals€ slatsment will rendEr my Appllcatlon & ongoing asslstanc€, if any,
liable f or rejection/cancelhtion.

2) I solemnly confrm lhal assistance, if r€coived trom Koshika Foundation, will be used only for the 'purpos€', as stated in thls Form, for whidl su.h assl$ancs
was requestd by me.
3) I hereby confirm that I have not E willnot in future, avail of reimbursement, in part or in full, hom any other source/employerlnsurance company, of flc amount
for which this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-upheproduce my name, address, photo & details of the 'purpose", lor which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciling donalions for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details cah be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpos€'
for which assistance is bsing .equested.
2) I (Applicant) further agree that any such use of my name, address, photo & details of th6 'purpose". for which such sssisiance is rsqueslgd/grantod.

will not automalically entitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistanca will r€st solBly

with the Trustees of Koshika Foundation, and their decision is this regard will be rlnal and acceptable to me.
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By affixing herounder, signature of ourAuthorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation. we
(Hospital) hereby atlirm & accept following:
1) that we neither are presentty nor will in future avail of financial assistance from another NGO oa any other source, for the same patient/cas€. as we are

requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then tho Hospital reservos it's right to make up the shortfall from another NGO or any othsr source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for th6 same patignucase from any other NGO or any other source.
2)The assistance from Koshika Foundation is only financial in nature. The choice ofthe treatmenuproc€dure advised/co.ducted by the Hospitalon the
patient, is based on the arrangement between the patient & the Hospital. and is in no way influencad by Koshika Foundation. Hence. the Hospitalwill
assume sole & compl€te responsibility of the treatment & it's oulcome & safety of the patignt, and Koshika Foundation will hove no role or responsibility
in the matter.
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