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DECLARATION by APPLICA},IT: !qd<q !r( tilqt yr:

1 ) I hereby confirm that all delails in lhls Form are True to the b€st ol my knowledge. Ary fah€ statement will rend€r my Applicatjon & ongoing asslstancs. if any,

liable for rejecliory'cancollatjon.

2) I solemnly conlirm that sssistancs, if recsiv€d fom Koshika Foundelion, will bo w€d only to. ths 'purpos6-. as statsd in his Form, tor which such assistance
was requested by me.

3) I hereby confirm thal I have not & will not in fulur€, avail of reimbursement, in part or in full, lrom any other sourc€/employsr/insurance company, ol the amount
for which this assistance is requesled.
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l) By afiixing my signature or thumb lmpresslon on this Form. I (Applicant) h€r€by agree & authorlse Koshika Foundaton and il's Trustess lo

use/pubtish/pulup/reproduce my name, addrcss, photo & details o[ th€ 'purpose', lor whlch such assistance is requested/granted, through any

medaum, including but nol limiled to verbal, priht, €lectronic, for soliciting donallons for Koshika Foundation and,/or dlsseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation befor€ or after my treatmenl o. fulfilment of the 'purpose'

tor which assistance is being requesled.

2) I (Applicant) further agrge that any such us9 of my name. address, photo & d€talls of th€ 'purpose', for nhich such assislance is request€d/granted,

will not automatically entitle me fo. receiving or continuing th€ said assistanca. The decision for g.anting and/or continulng lhe assistance will rest solely

with lhe Trusl€es of Koshika Foundalion, and lh€k declsion is this r€gard will be linal 8nd accoplablo to me.
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RE OR LEFTIHUITB IMPRESSION :
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APPLICANT'S IGNATU

By allixing hereunder, signature ol ourAuthorised Signato.y for recommending this cas€/patienl lor linancial assislanc€ [rom Koshika Foundation, we
(Hospital) her€by afiirm E accept lollowing:
1) lhat we neither ar€ presently nor will in luture avail of financial assistance from another NGO or 8ny othsr source, for lhe same pali€nucase, as we are

requesling to gel from Koshika Foundation, to the ext€nt that suci assistance is grsnted by Koshika Foundation. lf the rgquestgd assistance is not granted

by Koshika Foundation, in part or in full, then lhe Hospital reserves it'E right lo mal8 up lh9 shortfall from anothsr NGO or any other source. This

confirmation essentially stalos that the Hospltal wlll not avail any dupllcate a$lstance for lhe samo paugnucaso from any olher NGO or any oth6r source.

2) The assistance from Koshika Foundation is only financial in nature. The cioicl of the treatmenuprocedure advised/conducted by the Hospital on the
patient, ls based on the anangemEnt belw€en thg patlent & tho Hospitisl, and is in no way lnf,uonced by Koshika Foundation. Hence, tho Hospilal will

assume sole & complate responslbility of the tr8atmsnl & it's oulcome & safety ofthe patient, and Koshika Foundatlon will have no role or responsibility

in the matte..
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