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DECLARATTON by AppLtCANTi fi*<6 Em dsqr Tr:
1) I hereby confrm lhat all details in tl s Form ate True to the besl of my knowledg€. Any falso statemenl wil render my Appllcatirn & ongoing assistance, i, any,

liable for rejectio cancellation.
2)l solemnly confrm that assistance, if received lrom Koshika Foundation. will be used only for the 'purpose', as staH in fils Form. ror which such assistance
was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any olher source/employer/insurance comp€ny, ot the amount
for which thrs assislance rs requested.
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,.GREEME by APPLICAiIT ( EI(l S',tr{)

1) By affixing my signature or thumb impression on this Form, I iAppllcant) hereby agrce & authoriss Koshika Foundation and it's Trusteos to
use/publish/pul-up/reproduce my name, address, pholo & details of the 'purpose", lor which such assistance is requested/granted, th.ough any
medium, includinq but not limited to verbal, print. electronic, for soliciting donations for Koshika Foundalion and/or disseminating information about it's
activities/achievements. Such use of my photo & details can be madE by Koshika Foundation before or after my heatment or fultilment of the 'purpos€'
for whict assistance is being requested.
2) I (Applicant) fudher agree thal any such use of my name, address, photo & details of the 'pu.pose", for which such assistance is requEsted/grant€d,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting snd/or continuing the assistance will rest solgly
with the Trustees of Koshika Foundation, and their decision is this regard will be finsl and acceptablo to m€.
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By affixing hereunder, signature of our Authorised Signalory for recommendang this case/palient for financial assistance f.om Koshika Foundation, we
(Hospilal) hereby affirm & accept tollowing:
1) that we neither are presently nor will in future avail of financial assislance from anolher NGO or any oth€r source, for the samg patienucase, as we are
requesting lo gel from Koshika Fcundation, to the exlent thal such aslistance is granted by Koshika Foundation. lf the requested ;ssistance is not granted
by Koshika Foundation, in part or in full, then the Hospital .eserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospilal will not avail any duplicat€ assistancr lor the sam6 patisnucas€ from any other NGO or any othff source.
2) The assistance from Koshika Foundation is only llnancial in nature. The choici of the treatmenuprocedure advised/cohducted by the Ho;pital on the
patient, is based on the arrangem€nt b€tween the patient E the Hospital, and is in no way influenced by Koshika Foundalion. Hen;e, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will havs no role or responsibllity
in the matter.


