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DECLARATIoI by APPLICa T: qlt<s. Em dsql ct:

1) I hereby conlirm lhat alldelails in lhis Form are True to the best of my knowledge, Any false statoment will render myApplication & ongoing assistance, if any,

liable for rejectiory'cancellation.

2) I solemnly confirm that assistance. if.eceived from Koshika Foundation, will bo us€d only for ths'purpose', as stated in this Form, for which such assislance

was requested by me.

3) I hereby conflrm lhat I have not & will not in futuro, availof reimbuFement, in part or in full, from any other source/employe/insurance company, ofthe amount

for which this assistance is requ€sted.
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APPLICANT'S SIGNATURE OR LEFTTHUMB IMPRESSION :
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8y afiiring hereunder, signature ol ourAuthorised Signatory for recommending this case/patient for financial assistance lrom Koshika Foundation, we

(Hospilal) hereby afiirm & accept lollowlng:
'l) that we n6ithe. are presently nor will in tuture avail of linancial assistance from another NGO or any olher source, lor th€ same palient/case, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requestsd assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital r€serves it's right lo mak€ up the shortfall from anolh€r NGO or any other source. This

confirmation essentially states that lhe Hospital will nol Evail any duplicat8 asslstance for lhe sam€ patisnucass from any other NGO or any olh€r source.

2) The assistance lrom Koshika Foundation is only financial in nature. The choic€ of the treatmenuprocedure advised/conducted by the Hospital on lhe

patient, is based on the anangement between the patient & the Hospital, and is ln no way lnfluonced by Koshika Foundalion. Hence, the Hospital will

assume sole & clmplete responsibility of the t.eatment & it's outcome E safely of the pati6nt, and Koshika Foundation will have no role or responsibility

in the matter.
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'l) By afllxing my signature o. thumb lmpresslon on thls Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to

use/publish/put-up/reproduce my name, address, photo & details of lhe 'purpose', for which such assistance ls requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donatlons for Koshika Foundation and/or disseminating information about il's

activities/achlevements. Such use of my photo & details can be made by Koshika Foundalion before or after my keatment or fulfilment of the "purpose'

for which assistance is being requested.

2) I (Applicant) further agre€ lhat any such us6 of my name, address, pholo & detalls of lhe 'purpose", for which such assistance is requested/granted,

wilt not automalically sntitl€ m6 for receiving o. continuing the said assistance. ThE d6cision for granling and/or contihulng tho assistance wili resl solely

with lhe Trustees ol Koshika Foundation, and their decision is this regard will bE final 8nd acceptable to me
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