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DECLARATIOiI by APPLICAIT: qr+(1; m Sicun c-r:

1) I hereby confirm lhat all details in his Form are T.ue to the b€st of my knowledge. Any talse slatement will render my Applicatiofl & ongdng asslstance, it any,
liable for rejection/cancellation.

2) I solemnly clnnrm that assistance, if received from Koshika Foundation, wlll be usod only tor the'purpos6", as stated in this Form, frc. whldl such aasistance
was requesld by me.
3) I hereby confirm that I have nol E will not in future, avail of reimbursement. in pad or in lull, from any other source/eftployer/insurance company, of the amount
lor which this assistance rs requested
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,,cREEl'IENT by APPLICANT ( Er{I flR)
1) By affixing my signature or thumb impresslon on this Form, I aApplicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to
use/publish/pul.up/reproduce my name, address, pholo & detaih ol the "purpose', lor which such assistance is requested/granted, through any

mediuln, incllding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation andlor disseminating intormation about it's

activities/achievemenls. Such use of my photo & details can be made by Koshika Foundalion before or after my treatm€nt or fulfilment of the 'puryose'
for which assistance is being requosted.
2) I (Applicant) turthor agree that any such use of my name, address. photo & deiails of the 'purpose", for which such sssistance is requestsd/g.anted,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assislanc€ will rest soleiy

with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and acceptablg to ms.
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By affixing hereunder, signalure of ourAuthorised Signalory for recommending thas case/patient for financial assistance from Koshika Foundation, we
(Hospilal) hereby affirm & accepl followrng:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for tha ssms patignucase, as we a.e
requesting to get from Koshika Foundation. to the exlent that such assistance is granted by Koshika Foundation. ll the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right lo make up the shortfall from another NGO or any olher sourcr. Thls
confirmation essentially states thal the Hospital will not avail any duplicale assistranca for thg same patienucase trom any othgr NGO or ary othor source.
2) The assistance from Koshika Foundalion is only financiai in nature. ThB choica of the treatmenuproctdure advised/conducted by the Hospital on the
pati6nt, is based on the arrangement between the patient & the Hospital, and is in no rvay influenc€d by Koshika Foundation. ll€nce. th8 Hospitalwill
assume sole & compl€te responsibility of the treatment & il's outcome & saf8ty of the patient, and Koshika Foundation will have no role or t€sponsibility
in lhe matter.
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