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DECLARATIoN by APPLPCAIII: wi(s m qiqqr crl
1) I hereby confrm hat alldetails in this Form are True to the best of my knowledge. Any fals€ stalement will render my Application & ongoing assistance, if any,

liable for rejectiorrcancellation.
2) I solemnly confirm that assistance, if recelved lrom Koshika Foundation, will be used oniy lor the 'puDosg', ss stated in this Form, for which such assistance

was requested by me.
3) I he;by conffin hat I have not E will not in future, avail of .eimbursem€nt, in part or in full, frcm any otrrer source/employer/insurance company, otlhe amount

for which this assistance is roquested.
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1) By atfixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & autho.ise Koshika Foundation and it's Trustees to

use/publish[ut-upkeproduce my name, address, photo & details of the "purpose', tor which such assistancc is requested/granted, th.ough any

meaium, inciuding Out not limited to verbal, print, electronic, for sollcltlng donatlons ror Koshlks Foundalioh and/or disseminating intormatlon about it's

activities/achievements. Such use of my photo & detalls can be made by Koshika Foundatlon before or after my treatment or fumlment oI lhe 'purpose"

for which assistancc is being requested.

2) I (Appticant) further agree that any such use of my name, address, photo & delails ol the 'purposo", lor whlch such assistance is requested/granted,

witt noi automatically entile me for receiving or continuing the sald assistance. The decislon for granting 8nd/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and th€ir dscision is this regard will b€ final and acceptable to m€.
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By affixing hereunder, signature of ou.Authorised Signatory for reclmmending this case/patientlor financial assistance from Koshika Foundalion, we

(Hospital) hereby affirm & accept following
1)thal we neilher ar€ presently nor will in future avail ol financial assistance from another NGo or any other source, for the same patient/case, as we are

req!esting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

by Koshika Foundation, in Part or in lull. then the Hospital reserves it's right to make up the shortfall from another NGO or any other source This

confi rmation essentially states that the Hospital will not avail any duplicate assislance lor the same Palienucaso t om any othsr NGO or any other source

2) The assistance ,rom Koshika Foundation is only flnancial in nature. The choice ol the treatmenuprocedure advised/conducted by the Hospital on the

patienl, is based on tha arrangement betw€on the pati€nt & the Hospital, and is in no way influonc€d bY Koshika Foundation. Hence. tho Hospita,will

ass ume sole & complete responsibility of the treatment & it's outcomo & salety of the patient, and Koshika Foundation will have no 1016 or responsibility

in the matte..
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