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DECLARATIOT{ by APPLICAI{T: r[Ii<6 fl s]c!n cx:

1) I hereby conlirm trtat all details in this Form are True to lhe best ot my knowledge. Any fdlse statement will reoder my Application & ongolng assistance, it any,
liable for rejectiory'canc€llalion.

2) I solemnly confirm that aasistance, if rec€ived lrom Koshika Foundation, willbe used only for the'purpose', as stated in this Form. for which such assistance

was requested by me.
3) I hereby conlirm lhat I have not & will not in future, avail of reimbuGement. in part or in full, from any other source/employer/insuranc€ clmpany, of the amount
for which this assistance is requested.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistanae from Koshika Foundation. we

(Hospital) hereby affirm & accept follorving:
iyttrit wi neittdr are presentlynor will in-luture avail ot financial asslstance from anolher NGO or 8ny othgr source, for the same patienucase, as we are

rdquesting to get from'Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfihe requested assistance is not granted

Uy-io"hif'a fo"una"tion, ih part or in full, then the Hospital reserves it's right to make up the sho.tfall lrom another NGO or any other source. This

c6nfirmation essentially ststos that ths Hospital will not avall any duplicat€ assistance tor ths same patignucase from any other NGO or any oth€r source.

2) The assistanco from Koshika Foundation is only financial in nature. The choice ol the treatmenuplocedure advised/conducted by the Hospital on lhe

;;tie;t, is based on the arrangement between thepati€nt & the Hospital, and is in no way inf,uencsd by Koshika foundation. Hence, th€ Hospitalwill

lisume sote & comptete resp;nsibility of the trgatrnent & it's outcomg & salety of the patient, snd Koshlka Foundation will have no role or responsibility

in the matler.

1) By affixing my signature or thumb impression on tlris Form, I (Applicant) hereby agree & authorise Koshika Foundalion and it's Trustees to

use/pubtish/putup/reproduce my name, address, photo & detalls of the 'purpose", for which such assislance is requested/granted, through any

medium, inc,uding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundalion and/or disseminating information about it's

aclivitjes/achievements, Such use of my photo & detalls c"n bo made by Koshika Foundation belore or after my treatment or fumlment oflhe'purpose'
for which assistance is b€ing requested.
2) I (Applicant) lurther agree that any such use ol my name, address. photo & details ol the 'purpose', for which such assistance is request€d/granted,

will not automatically entitle m6 for receiving or continuing the said assistance. The decision for gIanting and/or continuing the assistance will rest solely

wilh the Trustees of Koshika Foundation, and theh decision is this rggard will be final and acceptable to me.
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