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OECLARATIO by APPUCAT{X icri<6 Em dcqr cr:
'l) I horeby conrlrm lhat all details in this Form are True to the best of my kno,xledge. Any talse statement wjll rendor my Application & ongolng asglstance, lf any,

liable tor rejectiory'cancell6tion.
2) I solemnly confirm that assistance, if received t om Koshika Foundalion, will be us€d only tor the "purposo'. as staled an thls Form, br whidl suct essistance
was requested by me.
3) I hereby conlirm that I have not & will nol in future, availof reimbursement, in pari or in full, from any other source/employe/insurance company, of the amount
fo,r which this assistance is requested.
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,.GREEtrlENT by Em 6m)
'l) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publishi pul-up/reproduce my name, address, photo & details ol the 'purpose", lor rvhich such assistance is requested/granted, th.ough any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities./achievemenls. Such use ol my photo & details can be made by Koshika Foundation b€fore or after my treatment or fullilmgnt ofthg'purpose"
for which assistance is b€ing requ€sted.
2) I (Applicant) turther agrEe that any such use of my name, address, photo & delails of the 'purpose-, for which such assistance is rgqu€sted/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc€ will rest sololy
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acc€ptable to me.
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'+tfrmr" qat Jsd qfircI or Frstq srfdq st( irq+ri d.tlr

By affixing hereunder, srgnalure of our Authorised Signatory for recommending this case/palient for financiai assistance from Koshika Foundation, we
(Hospital) hereby aflirm & accept following'
1)lhat we neather are presently nor will in future avail ot Rnancial assistanc€ from anolher NGO or any other source, for the same pationucas€, as w€ ar€
requesting to gel from Koshika Foundation, to the e)dent that such assislance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up tho shortfall from anothqr NGO or any othsr source. This
confirmation essontially statos that the Hospilal will not avail any duplicate assistancg for tho some patienucasg trom any other NGO or any othor sourco.
2)The assistanc€ from Koshika Foundation is only financial in nature. The choice of the treatment/prcc€dure advised/clnducled by the Hospitalon tho
patient, is based on the arangement betws€n the patient & th€ Hospital, and is in no way influenced by Koshikg Foundation. Hence. lhe Hospital will
assume sole & complete responsibility of th6 treatment & it's outcome & safety of tho patient, and Koshika Foundation will have no role or rgsponsibility
in the matter.
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