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DECLARATIOT{ by APPLICANT: qr.r*5 Zm sltpn cr:

1) I hereby confirm that all details in thrs Forrn are True to lhe besl ol my knowledge. Any ,alse stiatem8nt will render myApplrcatlon & ongoing assistance, if any.
liable lor relectiorrcanc€llation.

2) I solomnly confirm thal assistance, jt received from Koshika Foundation, ',vill b€ used only for the "purposg", as slated in this Form. for which such assistianc€

was requested bi me.

3) I hercby conllrm that I have not & wall not in future, avail of reimblrsement, in pan or in full, from any olh€r source/€mployerlinsuranco company, ofthe amount
lor which t ris aEsistanc€ is requsstsd.
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1) By affixing my signature or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustegg to

use/publish/pul-upkeproduce my name, address, photo & details ol the'purpose', lor which such assislance is requested/granted. through any

medium, including but not limiled to verbal. print, elgctronic, for soliciting donatlons for Koshika Foundation and/or disseminaling informalion aboul il's

activities/achievements. Such use of my pholo & details can b€ made by Koshika Foundation bolore or allor my tr€atment or fullilm€nt of the'purpose"
for whrch assistance rs berng rsquesled

2) | (App|canl) firrlher agree lhal any such use of my name address. photo & details ol the "purpose lor which such assistance is requested/granted,

vrill nol automatrcally entitle me for rece ving or conlinurng lhe sard assrstance. Th€ dBcision for grantrng and/or conlinuing the assistance will rest solaly

vrith the Truslees ol Koshrka Foundatron, and lher. decrsron rs lhrs regard will be Iinaland acceplable to me
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By alfixing hereunder, signature of ourAuthorised Signatory for rscommending this case/patienl for financial assislance from Korhila Foundation, we
(Hosp(al) hereby affrrn E acc€pt following
'1) that we n€(her are presenlly nor will in lulure avarl of financial assistance fronr another NGO or any olher source. lor the same patienvcas€, as we are
requesting to gel from Koshika Foundation to the exlenl that such assistance is granted by Koshika Foundatron lf the requested assistance is not granted

by Kgshika Foundation rn parl or rn lull. lhen lhe Hosp,lal reserves rl s lghl lo make up the shorttall from another NGO or any other source. This

confirmalron essentrally states thal the Hospital will nol avail any duplicale assislance for the same palrenVcase Irom any olher NGO or any other sourco.

2) The assistance lrom Koshrka Foundalron rs only f nancraL rn nalure The chorce o, the treatmenUprocedure advrsed/conducted by the Hospital on the
patient, is based on the arrangemenl between lhe patrenl & the Hospilal. and is in no way lnfluenced by Koshika Foundalion. Hence, the Hospitalwill
assum6 sole & complete responsibility of the trBalment E il s oulcomg & ssrety of ihe patrenl, and Koshika Foundation will hav€ no role gr respgnsibility
in the fiatter
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