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OECLARAIo by APPLEAIT: qri(tr, EI{r q}qqt T{:
1) I hsreby confirm that all details in this Form are True to the best ot my knoli,ledge. Any falsE statement will render my Applic€tion & ongolng assbtance, if any,

liable fo{ rejectiodcancelhlion.
2) I solemnly confrm that assistBnce, if recsived from Koshika Foundation, will be used only for the 'purpose', as statod in thls Fodn, ior whl€h such assislance
was requested by m€.
3) I hereby confirm that I have not & will not in Iuhr.e, avarl of reimbuEement, in parl or in full, from any other souroe/empbyer/insurance comgany, of lhe amount
for which this assistance is requesled
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!.GREEiTENT by A ET{I 6IR)

1) By afflxing my signature or thumb impression on this Form. I iApplicanl) hereby agree & aulhorise Koshika Foundation and it's Truslsos to
use/publish/pul-up/reproduce my name, address, photo & details of the 'purpose', for which such assistancB is requested/grantod, through any
mediurn, including but not limited to verbal, print, eleclronic, for soliciting donations for Koshika Foundation and/or disseminaling information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatmenl or fulfilment of the 'purposo'
for which assistance is being requested.
2) I (Applicant) lurther agree that any such use of my name. address, photo & details of the'purpose'. for which such assistance is requgsted/granted,
will not automalically €niitle me for receiving or conlinuing the said assistance. The decision lor granting and/or continuing the assistranca will ra3t solgly
with the Trustees ol Koshika Foundalion, and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature oi our Authorised Signatory for recommending this case/patient lor financial assislanc€ from Koshika Foundation, we
(Hospital) hereby affrrm & accepl following.
1)that we ne(her are presently nor will in auture avail of financial assistance from anolher NGO or any other source, for the same patienucas€, as w€ are
.equesting lo get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lf lhe requested assistanc€ is not granted
by Koshika Foundation, in pa.t or in full, then the Hospital reserves it s right to maks up the shortfall from another NGO or any other sourc€. This
confirmataon essentially slates thal the Hospitalwill not svail any duplic€t€ asgistsnco Io. the sam6 patignucase lrom any other NGO or any oth$ sourcg.
2) The assistance from Koshika Foundation is only financial in nature. The choice ot the trsatmenuprocedure advised/clnducted by the Hospltal on the
patient. is based on the anangement betwoen th6 patient A the Hospilal. and is in no way inlluencad by Koshika Foundation. H€nce. the Hospltalwlll
assume sole & complete rosponsibility of the trealment & il's outcome & safety ol thg patienl. and Koshika Foundation yrill have no rol€ ff r€sponsibilily
in the matter.
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