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DECLARATTOT{ by AppLtCANr: qri({' Em dqqr rrl
1) I h€reby confrm lhal all details ln this Form are True to the bost of my knowledg€. Any fals€ statement wi rend€r my Application & ongolng assktancs, tf any,

liable for rgjection/cancellation.
2) I solemnly confrm that assistance, it rcceived from Koshika Foundation, will be used only for the 'purpose', as statod in ttis Form. for whlch sudl Essistanc€
was requested by me.
3) I hereby contirm thal I have nol & will not in future. availof reimbu.sement. in part or in fult, from any other source/employer/insurance cofllpsny, ofhe anount
for which thrs assislance is requested.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patienl tor financial assistance from Koshika Foundation, we
(Hosprlal) hereby affirm & accept foliowing
1)that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for th€ samo pEtienucase, as we are
requesting to get from Koshika Foundation, to lhe exlent lhat such assistance is granted by Koshika Foundation. lf the requested ;ssistance is not granGd
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to maks up the shortl.all from anothor NGO or any other sourc€. This
conJirmation essentially states that the Hospitalwillnot avail any duplicale assistanc€ for th€ same pstienucasg from any othlr NGO or any other sourc€.
2) The assistance from Koshika Foundation is only financial in nature. The choics of the treatnenuproc€dure advised/co;ducted by the H;pital on the
patient, is based on the arrangement between the patient & th€ Hospital. and is in no way innuenced by Koshika Foundation. Henie, the Hoipitalwill
assume sole & complete responsibility of tho treatment & its outcome & safety oI the patient, and Koshika Foundation will hEve no rols or res;onsibility
in the matter.

by APPLICAI{T ( lto 6(R)
1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees lo
use/publish/pulup/reproduce my name. address, photo & details of the "purpose', for which such assistance is requested/granted, through any
medium, including but not limited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or dissemi;ating information about it.s
activitievachievem€nts- such use of my photo & detaits can be made by Koshika Foundaton before or aftEr my trgatment or tuifilment of the .purpose.
for which assistance is being requestgd.
2) I (Applicant) further agree thal any such use of my name, address, photo & details of the 'purpose", for which such assistrancs is requegtod/grantod,
will not automatically entitle me for receiving or continuihg the said assistance. The decision for granting and/or contanuing th€ assistanco will ;st sol€ly
with the Trustees of Koshika Foundation, and their decision is this r€gard will be final and acceptable to me.
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