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oECLARATIO( by APPLICANT: 3lr+q1t lm riBun vr:

1) I hereby confirm thal all detarls in lhrs Form are Taue to the best ol my knowledge Any lalse stalement wlll renc,er my ApplcatDn E ongoing assistance, if any,

liable lor rejeclron/cancellalron.

2) I solsmnly confirm thal assistance if received from Koshik8 Foundation, will b€ used only for lh6 'purposo'. as sialed in this Form. for which such assislance

was .equested bi me.

3) I hereby conlitm that I have not & wll not in future, avail of roimbu.s€m€nt, in part or in full, from any othsr source/employer/insuranca cofiPany, ol tho amolnl

for which this assistsnce is roquoslsd.
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1) By atlixing my signature or thumb impression on this Form. I (Applicant) hereby agree & aulhorise Koshika Foundation and il s Trustoss to

use/pubtish/pul.up/reproduce my name, address. photo & details of the'purpore". lor which such assistance is requested/granted, lhrough any

medium, including but not limiled lo verbal, print, electronic, for soliciting donations for Koshika Foundatlon and/or disseminaling information aboul it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundalion before or after my tr.atmenl or fulfilmenl of the 'purpose'

for whrch assistance rs belog request€d

2) I(Appticant) furlher agree thatany s!ch use oimy name address. photo & details of lhe "purpose" for which such assistance is requested/granted,

will nol aulomallcally enlille me for recoiving or continurng the said assrstance The decision lor granting and/or continuing the assislance will rest solely

wrlh the Truslees ol KoshrKa Foundalron. and lh€rr decisron is this r€gard will b€ final and acceptable lo me
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By affixing hereunder, signature of our Authorised Signalory for recommending this case/patienl for financial aslislance from Koshila Foundation, we
(Hospital) her€by affirm & accept lollowing:
1) that we ne(h6r are presenlly nor will in fulure avail ol financial assistance lrom another NGO or any other sourc€, for thB same patienucaso, as w6 are
requesting to get frofi Koshrka Foundation. lo the exlenl that such assistanoe is granted by Koshika Foundatron. ll the requested assistanc€ is not granted

by Koshika Foundation, rn pan or rn lull then the Hosprlal reserves rl s rghl to make up lhe shortrall liom anolher NGO or any oth6r source. This

conftmation essentially slates thal the Hosprtal wrll nol avarl any duplicale assistance lor the same palrenVcase lrom any olher NGO or any olher sourco.
2)The assistance from Koshrka Fo!ndalron rs only financra innalure The chorce ofthe treatmenvprocedure advised/conducted by the Hospilalon the
patrent. js based on the a(angemeol between the patrent E the Hospital. and s in no way influenced by Koshika Foundalion. Hence, the Hospilal nill
assume sole & complete responsibilily of the lreatment & il s outcome & saf€ty ol lhe patrenl, ahd Koshika Foundation wrll have no role or responsibility
in the matter.
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