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'l) I hereby confi.m that all details ln lhls Form are True to lhe b€st of my knowledg€. Any lalse statem€nt witt render my Apptication & ongoing assislance, if any,
liablo for rejectiory'cancellation.

2) I solemnly confirm lhat assistance, if rec€ived from Koshika Fouodation. willbg used only lor the'purpose', as stated in this Form, fo.which such assistance
was requested by me.
3) I hereby conlirm thal I have not A willnot in fulure, availof rsimbursemgnt, in part or in full, from any other sourc€/omployer/insuranco company, ofthe amount
for which this assistance is requested.

l ) d dcln rrdl t fr r{ rmc i fr{ TA sS frqol +t qg6rt + rydin Eq qd {d lr cft ri{ frcl"r qd 6c-{ q(tq vcl cr t it *t {nrdl fi(Il d v v+-d

2) ii Eru i srr rft "+tfirfl $rr*{n', tdvrfil,lc6rB{qhTdEkcd$+ftfrql cri,n, qt IR nrq { c{ qqr tr
l) d stu 6(dI tfr fir{ s[ITdr tg w x+n n1 dt,se nftr qr nfrie qr s6tl tRr fFS !r{ uldFr+c6/+cr 6qi i r t frqr l qt{td qfrq il dqrr

oECLARATION by APPL|CAI{I: r k6 EItr qiqqt qr:

AG APPLICANT ( E( 6tr{)

1) By affixing my signature or thumb impresslon on this Form, I (Appllcant) horeby agreg & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the 'pu.pose', fo. which suct asslstance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for solidting donalions for Koshika Foundatlon and/or disseminating inlormation about it's
activities/achievements. Such use of my pholo & details can b6 made by Koshika Foundation before or after my tr€atmont or fulfilment of the 'purpose'
for which assislance is being requested.

2) I (Applicanl) further agree lhat any such use of my name, address, photo & dgtalls or lhe 'purpose', tor whlch such assistancE is requested/granted,
will not automalically enlillg mB for recoiving or conlinuing the said assistance. The decislon for granting and/o. contlnulng the assistancg wi rest solely
with lhe Truslees ol Koshika Foundation, and their decision is this rggard will be linal and acceptabls lo m6.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending lhis cas€/patient for financial assistance from Koshika Foundation. we
(Hospital) hereby afilrm E accept following:
1)lhat we neither are pres€ntly nor will in future availof financial assistancr from anolher NGO or any other source, for the same patienucase. as we are
requesling to get from Koshika Foundation, to the extent that EUch assistanc6 is granted by Koshika Foundation. lf the requested assaslance is not granted
by Koshika Foundation, in part or in full, ihen th€ Hospital res€rves it's right to makE up th€ shortfall from another NGO or any other source. This
contirmation essenlially states th€t tho Hospital will not avail any duplicate assistanco fo. tho samg patienucase from any other NGO or €ny other source
2)The assistance lrom Koshika Foundalion is only linancial in nature. The choic€ ofthe treatnenuprocedure advised/conducted by the Hospital on the
palient, is based on the arrangemenl between the patient & th8 Hospital, and is ln no way lnlluencsd by Koshika Foundation. Hence, lhe Hospital will
assume sole & complete r€sponsibility of tho trgatment & it's outcome & safety of the patient. and Koshika Foundation will have no role or responsibility
in the matter
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