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DECLARATIOil byAPP|-ICANI: XElrs, Em dqql Yr:

1 ) I hereby confirm lhal all delarls rn lh's Form are True lo lhe besl ol my knowledge Any lalse stalemenl wrll render my Applicalion 6 ongoing assistance. rf any

hable tor rejectaon/cancellaton

2) I solemnty conlirm thal assrstance ll received kom Koshrka Foundaton wrll be used only for the purpose". as staled rn thrs Form. lor which $rch assrstlnce

was .equested by me.

3) t trereby confirm that t have nol E will not tn luture. avail of rcrmbursement, rn perl or rn full, from any other source/employer/insurance company, of lho emount

for which this assbtan@ is rcquelted.
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1) By affrxrng my srgnalure or ihurnb lmpressron oo lhrs Form. I (Applicanl) hereby agree & authortse Koshika Foundation and rl s Trustees lo

use/Oublish/put-upreproduce my name, address. pholo & details ol the'purpose". lor which such assistance is aequested/granted. lhrough any

medrum, rnciudrng but nol trmrted to verbal, pnnt, etectronic, for soliciting donations lor Koshrka Foundalion and/or dissemrnalrng rnformalion aboul al s

activilies/achlevemenls. Such use ol my photo E details can be made by Koshika Foundation bolore or afle. my lreatment ot lulfilmenl ot lhe 'purpose"

lor which assistance is beihg requested

2t I (Apptrcant) lurlher agree that any such use o, my name. address photo & details of lhe purpose. fo, which such assistance rs requesled/grantod,

wrll not automalrcalty enlille me for recervtng or conttnr.Ing the sard assrstance The decision lor grantng and/or conlinuing lhe assislance will rest solely

w,th the Truste€s o, Koshika Foundatron. and therr decision is this regard will be final and acceplable lo me
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By alfixing hereunder. signalu.e ol our Autho sed Slgnatory for recommendrng thrs case/palrenl for financial assrslance from Koshika Foundallon we

(Hospital) hereby affirm E accept lollowing:

i I thit we neitnir are presenlly nor will inlulure avail ol linancial sssistance lrom another NGO or any other source, for the same patienl/case. as we are

requesting to get from Koshiki Foundalion. to the exlent that such assistance is granted by Koshika Foundation. lfthe requesled assistance is nol granled

by Koshik; Fo-undation, in part or in full, then the Hospital reserves it s right to make up the shortfall from anolher NGO or any other source. This

confirmation Bssgntialty stales that the Hospital will not avait any duplicate assislance for the same patienucase from any othet NGO or any olher sou.ce

2)The assistance tro; Koshika Foundatron is only financial rn nalu.e. The choice of the treatmenuprocedure advised/conducled by the Hospitalon the

patient. is based on the arrangemenl between lhepalient & lhe Hosprlal. and rs in no way influenced by Koshika Foundation. Hence, the Hospitalwill

assume sole E complete resg;ns'brlrty ol lhe lreatmenl 8 rt s outcome E sarely ol lhe patienl, and Koshika Foundation will have no role or responsibility

in the matter
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