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DECLARATIOII by APPLTCAXT: qri(6 Em slsqr yrl
1) I hereby confirm that all details in thls Fom are True to the best ol my kno\,ledg€. &)y talss statement will ronder my Appllcation 6 ongoing assistancs, if any,

liable Ior rejection/cancallation.
2) I solemnly confirm tfiat assistance, it r€ceived Irom Koshlka Foundaton, wlll be used only for the 'purpose', as slated in thls Form, lor whldr BUch asslstance
was rBquested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbursement. in part or in full,lrom any other source/employer/insuGncs compEny, of lhe amount
for which this assistrnce rs requesled
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1) By afiixing my signature or thumb impression on this Form, I r'Applicant) h€roby agree & authorise Koshika Foundation and lt's Trustsos to

use/publish/pulup/reproduce my name, addr€ss, photo & detalls of the 'purpose', lor which such assislance is requested/granted, through any

medium, including but not limited to verbal, print. electronic, for soliciling donalions for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation betore or after my treatment or fulfilment of the 'purposg"

for which assistance is being requosted.
2) I (Applicant) further agree that any such use of my name. address. photo & details of the 'purpose'. for which such assistance is requsstgdi grantad,

will not automatically entitie me for receiving or continuing the said assistancg. The decision for granting and/or continuing the assistrance wlll rost sololy

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptable to mg.
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By atfixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for flnancjal assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept lollowing:
1) that we neither are presently nor will in future avail of flnancial assistance from anoth$ NGO or any other source, for the sam6 pationucasg, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requestsd assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right lo make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistanca for th€ sam€ patignl./cass from any olher NGO gr 8ny otttq source.
2)The assistance from Koshika Foundation is only financial in nature. The choice ofthe treatmenuproc€dure advised/conduct€d by th€ Hospitalon the
patient, is based on the anangement b€tween the patient & th€ Hospital, and is in no way influenced by Koshika Foundation. Henc€, the Hospital will

assume sote & complete responsibility of the treetmenl & its outcome & safety ol th€ patient, and Koshika Foundation will have no rol€ or rgsponsibility
in the matter.
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