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oECLARATIoN by APPLICA T: rdr+<s {r qsqr sr:

1) I hereby conrirm that alldelarls In thrs Form are True lo lhe best ol my knowledge. Any lalse stalement wl render my Applr€lrcn & ongotng assistance, if any.
liable lor rejectron/cancellalron

2) I solemnly confirh that assistance. if received from Koshika Foundation will be used only for the "purpose'. as stated in thrs Form. for whlch such assiEtance

was requested bi me

3) I hgroby contirm that I have not & willnot in luture. avail of r€imbursem€nt, an part or in full. from any other source/smploye/insuranca company, oflhe amount

for which lhis assistance is requosted.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundstion and it's Trusteqs to

use/publish/put-up/reproduce my nane, address, photo & details of the'pueose", for which such assistanca is requested/granted. lhrough any

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

activities/achievemenls. Such use ol my photo & details can be made by Koshika Foundalion before or aflgr my lrealment or fulfilment ol the "purpose'

for which assistance rs being requested

2) l(Appticant){u her agree that any such use ol my name address, photo & details of the "purpose^, lor which such assistance is r€quested/granted,

will not aulomalically enlille me for rec€rvrng or continurng the said assrslance. The dgcislon for grantrng and/or conlinuing lhe assistance will rgsl solely

wilh the Trusle€s of Koshrka Foundalron, and lhor decisron is lhis regard will be final and acceplable lo mo
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By afiixing hereunder, signalure of our Authgrised Signatory for reclmmending lhis case/palient for linancial assistance from Koshika Foundation. we

tHospilal) hereby aff'rm E accept followrng:

1) that we neilher ar€ presently nor will in lulure avail of financial assistanca from another NGO or any gther source, lor lhe samo patienucas€, as we are

requesling to 9€t from Koshika Foundation, to the exlenl that such assistance is granted by Koshika Foundalron. lf the requssled assislance is nol granted

by Koshtka Foundation, rn pan or in I!ll, then the Hosprtal res€rves ( s .rghl lo make up the shorllall lrom another NGO or any other source. This

confirmatton essentially states lhal the Hosprlal will not avarl any dup|cale assistance for the same palienUcase from any olher NGO or any olher source.

2)The asslstance from Koshrka FoundaIon rs only trnancral rn nature The chorce ol the lrealmenuproced!Ie advtsed/conducled by the Hospital on the

palient, is based on the arrangemenl between lhe palrent & the Hosprtal. and s in no way influenced by Koshika Foundalion. Hence, the Hospitalwill

assume sole & complete responsibility of lhe tr€almenl & il s or.,lcome & safety of ihe patient, and Koshika Foundatron will have no role gr rgsponsibility

in the matter.
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