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OECLARATION byAPPLICANI: 3{i€ iM qFq {I:
1) I hereby confirm thal all details rn lhrs Form are True to the best ol my knowledge. Any false slatement wrll render my Apphcallon & ongoing assjstance, ifany,

liable lor rejection/cancellalron.

2) I solemnly conlirm that assistrance. if received lrom Koshika Foundation, will be us€d only for the "purpose". as staled in this Fonh, for which such assistanc€

was requested bi me.

3) I hereby confirm that I have not & nill not in tuture, avail of ieimbursement, in part or in full. from any othsr source/employer/insurancs company, of lhe amount

for which this assistancs is roquasted.
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By aflixing hereunder, signature of our Authorised Signatory for recommending this case/patienl lor financial assrslance from Koshika Foundation, we

(Hospital) her€by atfirm E accept loilowrng:
1) that we neith€r are pres€ntly nor will in fulure avail ol financial assistance hom another NGO or any other source, tor the same patient/casg, as we are

r;quesling to gel from Koshika Foundation, to the erlent that s!ch assistance is granted by Koshika Foundation. ll lhe requested assistance is not granted

by Koshik; Fo-undation. in part or tn lull. then the Hosprtal reserves il s nght to make up lhe shorllall from anolher NGO or any other source. This

c;nfirmalion essentially states thal the Hosprtal will nol avail any duplicate assislance tor lhe same patienucase from any other NGO or 8ny olher source.

2) The assistance from Kosh ka Foundation rs only frnancial in nalure. The choice ol the lrealm€nvprocedure adv'sed/conducted by the Hospital on the

patient. as based on the arrangement between lhe patrent & the Hospital, and is in no way hfluenced by Koshika Foundalion. Hence, the Hospilal will

issume sole 6 complete resp;nsrbitity of tho treatmenl & it s outcome & safety ol the patient, and Koshika Foundation will have no rols or responsibility

in the malter.

i ) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trust6es to

use/publish/put-up/reproduce my name, address. photo E 6etails ot the'purpose". lor rvhich such assistance is requested/granted, lhrough any

medium, including but nol limited to verbal. prinl, electronic, for soliciting donations for Koshika Foundalion and/or diss€minating inform8tion about it's

activities/achievements. Such use ot my pholo & details can be madg by Koshika Foundation before or after my treatmenl or fulfilment ol the 'purpose'

for whrch assagtance is boing rsquested.

2) I (Applicanr) I!rlher agree thal any such use ol my name. address. photo & detarls ol lhe'purpose" lor whlch sr/ch assistance is roquested/granted,

will nol automatica y enli € me for rec€rvrng or conlin!rng lhe said assistanc€. The decision for granting and/or continuing the assistance will rsst sol€ly

wilh lhe Trust€es ol Koshrka Foundalron. and lheir d€clslon is thls regard will be final and acceplable to mB.
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