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oECLARATIOI byAPPLICANT: lls(s E]ir qlqln rr:

1)l hereby confirm thal a I detarls in thrs Form are True to lhe besl ol my knowledge. Any false stalement will render my Application & ongoing assistance, il any,

hable for relection/canc€llation.

2) I solemnly mnfirm that assistance, if received from Koshika Foundation. will bs used only for th6 "purpose". as slated in this Form, fo. which such assistanca

was requested by me.

3) I hereby c!,nfirm thal I have not & will not In lulure, avail of raimburs€ment, in part or rn full, from any other source/employ€r/insurance company, of ths amount

for which this assistance is roquesl€d.
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1) By atfixtng my signalure or thumb impression on this Form, I (Applicant) hgrgby agree & aolhorise Koshika Fou.dation and it's Truste€s to

use/publish/pul-up/reproduce my name, address. photo & details ol the'purpose". lor which such assastance is requested/granted. lhrough any

medium, including but not limited to verbal, p.int, electronic, for soliciting donations tor Koshika Foundalion and/or dissominating inlormation about it's

activilies/achievements. Such uss ol my photo & details can be made by Koshika Foundalion before or afler my tleatmsnt o. fullilment ol the'purpose'

lor whrch assrstance rs being r€quosted

2) I (Applicant) f!nher agree that any such ose oi nry name. address, photo & delails of lhe "purpose . for which such assrstance is requesled/grantod,

will not automatrcalty entitle me Ior receiving or conlinurng the said assrstance. The decision fol glantrng and/or continuing lh€ assistance will resl sol€ly

with the Trustees of Koshrka Foundallon. and lhsrr decision is this rega.d will be linal and acceptable to me
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By aflixiog hereunder, signature of our Authorised Sagnatory for recommending thas case/patient fo, linancial assistance from Koshika Foundation, we
(Hospital) hereby affirm E accapt lollowing:
1) that we nerther are presenlly nor wlll in future avail ol financial assistance lrom anothsr NGO or any olher source, for the samo pati€nvcas€, as wo ar€

requesling to get lrom Koshika Foundation to the extent that such assrslance is granted by Koshika FoundatDn. ll the requested assistance is not granted

by Koshika Foundanon, in parl or in full. lhen lhe Hosprlal reserv€s ('s right to mak€ up the shortlall lrom anolher NGO or any other source. This

confirmalion essenlially states thal the Hosprlal will nol avail any duplicate assislance Ior the same patienvcase trom any olher NGO or any olh€r sourco.

2) The assrstance Irom Kosh ka Foundatrgn rs only lrnanc:al ro nature The chorce ol the lrealmenvprocedure advised/conducted by lhe Hospitalon lhe
palrenl. is based on the arangemenl belween lhe patrent E lhe Hosprtal, and rs in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sol€ & complgte responsrbilily of the troalmenl & it's outcom€ & salety ol lhe patienl, and Koshika Foundation wrll hav€ no.ole or r8sponsibility

in the matler
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