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DECLARATION by APPLICAIII: iqrt<6 fi sisqr Tr:
1) I hereby clnfirm hat all details in this Form are True to lhe b€st ot my kno\ ledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rcjecliory'cancsllation.
2) I solsmnly irnfim that assistance, lf rec€ived lrom KoshikE Foundation, will be used only for he'purposa', ss stated in this Form, lor which such assistance

was requested by me.
3) I hereby confi;n d1at I havs not & witl not in future, avail of reimbursement, in part or in tull, hom an, otns sourc€/employer/insurance company, of the amount

for which this assistanc€ is requested.
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/

By amxing hereunde( signature of our Authorised Signatory fo. reclmmending this case/palient Ior financial assistance lrom Koshika Foundation, we

(Hospital) hereby afiirm & accept following:
i;tnit we neithdr are presenlly nor will in futuro availof llnancial assistance fiom another NGO or any other source. for lhe same patienucase, as we are

requesting to get from Koshik, Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

bykoshik; Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfallfrom another NGO or any olher source. Thls

c;nfirmation essentially stites that the Hospitalwill not avail any dupllcate assistance for the samo pati€ni/case from any other NGO or any other sourcs.

2) The assistance trom Koshika Foundation is only financial in nature. The choica of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the afiangemont b€twean the patient & the Hospital, and is in no way influ€ncsd by Koshika Foundalion. Hence, tho Hospital will

assume sole E complete responsibility of the treatmonl & it's outcome & salEty ofthe patient, 8nd Koshika Foundation will have no role or respgnsibility

in the matter

1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trusteos to

use/publish/pulup/reproduce my name, address, photo & details ol the 'purpose", for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, lor sollciting donations for Koshika Foundation and/or disseminating info.mation about it's

activities/achievements. Such use ot my photo & details can be made by Koshika Foundstion belorg or aller my treatm€nt or fulfilment ofthe'purpose'

for which assistance is being requested.
2) I (Appticant) lurther agree that any such use ot my name, address, photo & details of the 'purpose', ,or which such assistance is requested/granted,

will not automatically entile me for receiving or continuing the said assistance. The decision lor granting and/or conlinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and th€ir decision is this rEgard will be linal and acceptable to mo.
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