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DECLAnAIO by APPLICANT: qr+{6 Em Scqr cr:
I ) I hereby confirm that all details in this Form are True to lhe besl of my knowledge. Any false stalement will render my Appllcaton & ongolng asslstanc€, lf any,

liable for rejectiodcancellation.
2)t solemnly confirm that assistanc€, if received frcm Koshika Foundauon, wlllbe used only for the "purpose", as stat€d in t s Form, for whidl such assistence

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 other sourca/employer/insurance compgny, of the amount
torwhich thrs assistance is requested.
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1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authoris€ Koshika Foundation and il's Trustees to

use/publish/puLup/reproduce my name, address, photo & details of the "purpose", lor which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, lor soliciting donalions for Koshika Foundation and/or diss€minating information about it's

activitiedachievornents. Such use of my photo E details can be made by Koshika Foundation before or after rny trsatm€nt or fulfilmont ot tha 'purpos€"

for which assistance is baing requested.
2) I (Applicant) further agree that any such use of my name, addrEss, photo & details of the 'purpose', for which such assistanc€ is requggted/granlod,

will not automatically entitle me for receiving or continuing the said assistance. The decision for grsnting and/or continuing the assistance will rest Solely

with the Trustees of Koshika Foundation, and their decision is this r69ard lvill be finsl and acceptabl€ to mg.
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By affixing hereunder, signature of our Aulhorised Signatory for recommending this case/patient for financial assistance from Koshaka Foundation, we
(Hospital) hereby affirm E accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same pationucase, as we are

requesting to get from Koshika Foundation, to lhe exlent thal such assistance is granted by Koshika Foundation. lf the requested assistanc€ is not granted

by Koshik; Foundalion, in part or in lull, then the Hospital reservos it's right to mak€ up the shortfall ftom anothgt NGO or any othst source. This

confirmation essentially states that the Hospital will not avail any duplicate assislance for th6 samg patienucasg from any oth6r NGO o. any other sourcl.
2) The assislance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conduct€d by tho Hospital on the
palient, is based on the anangement between the patient & the Hospital, and is in no way inf,uenc€d by Koshika Foundation. Hsnce, the Hospital will

assume sote & compl€te responsibility of the treatment & il's outcome & safety ofthe pslient, and Koshika Foundation will have no role or responsibilily
in the matter.
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