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DECLAR IION byAPPLICA I: qr+{sm dcqr [r:
1) I hereby confirm that all delails in f s Form are True to the best of my knowledge. Any false statomenl will render my Application & ongoing assislance, it any,

liable for rejectiorvcencellation.
2) I solemnly confrm that assistance, if rec€ived hom Koshika Foundation, will b€ us€d only for the 'purpose', as stated in his Form, fo, which such assislence
w€s requost€d by me.
3) I hereby clnfirm lhat I have not & will not in future, avail of reimbuEement, in part or in full, ftom any other source/employerfinsurance company, ol the a
for whidr this assistance is r€quesled.
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By afiixing hereunder, signature ol our Authorised Signatory tor recommending this case/patient lor financial assistance from Koshika Foundation, we
(Hosprlal) hereby affirm E accepl loliowing
i)tnat we neither are presently nor will in luture avail of financial assistance from another NGO or any other source, for the same palient/cas€, a8 ws ar€

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

by Koshik; Fo]Jndation, in part or in full, then the Hospital reserves it's right to make up the shortfal! from another NGO or any other sourc€. This

c;nfirmation essentially states that lhe Hospital will not avail any dupticsto agsistance for the sams patienucase from 8ny othgr NGO or any othgr source.

2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenuprocedure advised/conducted by the Hospital on lhe
p;tient, is based on the arrangement betweBn the patisnt & the Hospital. and is in no way influenced by Koshika Foundation. H€nce, tho Hospitalwill
assume sole & complete responsibility of the troatment & il's oulcome & satety of lhe patient, and Koshika Foundation will have no role or responsibility
in the matter.

'l) By afilxing my signature or thumb impression on lhis Form, I iApplicant) hereby agree & authoriso Koshika Foundation and ifs Trust6es to

use/pubtish/put-up/reproduce my name. address, photo & details of the 'purpose', for which such assistance Is requosted/grant€d, through 8ny

medium, inctuding but not limiled lo verbal, prinl, electronic, for soliciting donations for Koshika Foundation and/or disseminating information gbout it's

activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or after my treatmont or fulfilment ol the "purpose"

for which assislance is being requested-
2) I (Applicafit) furthor agree thal any such use of my name, address, photo & details of the 'purpose', for which such assislance is request8d/grant€d,

will not automalically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance wlll rgst solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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