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DECLARATTOT{ by AppLtCAi{I: 3ri(d' Em cicln !-rr
1) I hereby confirn thal all details in $is Form a.e True to the best of my knowledg€. Any false stratement will render my Appllcation & ongolng assistance. il any,

liablo for reiectiory'cancellation.
2) I solemnly clnfirm that assistanc€, if received from Koshika Foundation, will be used only for the 'purpose'. as sleted in this Form. for which sudr assbtance
was requestd by me.
3) I hereby contirm that I have nol E will not in future, avail ol reimbursement, in part or in full, frorn any other source/employer,4nsuranca comp€ny, of ihg
for which this assistance rs rcquest€d.
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1) 8y afiixing my signature or thumb impression on lhis Form. I iApplicant) heroby agroe & authorlse Koshika Foundation and it's Trustses to
use/publish/pul-up/reproduce my name. address, photo & details ol lhe 'purpose", tor which such assistance ls requested/Oranted, hrough any
medaum. including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it s
activiti€s/achievements. Srrch use of my photo & details can be made by Koshika Foundation b€fore or after my t.gatment or fulfilmgnt of tho 'purpose"
for which assistance is being requested.
2) I (Applicant) fudher agree that any such use of my name, address, photo & details of the 'purpose'. for which such assislance is requostod/granted,
will not automatically enlitle me lor receiving or continuing the said assislance. The decision for granting and/or clntinuing the assistanca will r68t solBly
with the Trustees oI Koshika Foundation, and their decision is this .egard will be final and acc€ptablg to me.
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By alfrxing hereunder, signature of our Authorised Signatory lo. recommending this case/palient for llnancial assislance from Koshika Foundation, we
(Hosprlal) hereby affirm & accept following:
1)that we neither are presently nor will in future avail of fihancial assislance from another NGO or any other source, for th€ same patieoucasa, as !v€ arc
requesting to gel from Koshika Foundalion, to the exlenl thal such assistance is granted by Koshika Foundation. lf the requested assislance is not granlgd
by Koshika Foundation. in part or in full. then th6 Hospital reserves it's right to mak€ up the shortfall ,rom anoth€r NGO or any othgr 3ourcr. Thls
clnfirmation esssntially staies that the Hospital will nol avail any duplicate sssislancs for ths sam€ patienucss€ from any olhEr NGO or any ohor sourca.
2)The assistance from Koshika Foundation is only financaal in nature. The choicr ofthe tr8atmenuproc€dure advised/conduc{€d by lhe Hospitalon the
patient, is based on the arangement b€tween the patient & the Hospital, and is in no way inlluenced by Koshika Foundation. Hence. tha Hospitalwlll
assume sole E complete responsibility of the treatment & it s outcome & safety ol the paliont, and Koshika Foundation will havg no rolg or.esponsibility
in the matter.
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