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DECLARATION by APPLICANI en*q* p'{r dcofl .rr:

1) I hereby confirm that all details in this Forni are True to the best of my khowledge. Any false statement will render my Application & ongoing assistance, if gny,

liable for rejection/cancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation; will be used only for the "purpose", as stated in this Form, for which such assistance
wasrequestedbyme. , .. 1 ,i , : I .,
3) I hereby r:onfirm that I have not & vrill not in'future, dvafi of rermbursement, in part or in full, from any other sourcb/employer/insuraiice company, of the amount
for whrch this assistance is requested.
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AGREEMENT by APPLICANT to{r+€ ERr s'{R)

'1 ;By aflrxing my signature or thumb impression on thrs Form, l(Applicant) hereby agree & authorise Koshika Foundatron and'rt's Trustees to

use/publish/put-up/reproduce rny name. address, photo & details of the "purpose", for which such assistance is requested/granted, through any

medium, inciuding but not limited to verbal, print, electronic. for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose"

for which assistance is being requested.

2) I (Applicant) funher agree that any such use of my name. address, photo & details of the 'purpose", for which such assistance is requested/granted,

will not automatically entitle me for receivrng or conlinuing the said assistance. The decisron for granting and/or continuing the assistanoe will rest solely

with the Trustees of Koshika Foundation, and their decisir:n is lhis regard will be linal and acceptable to n)e.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
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A1 cl I

for recommending this case/patient for financial assistance from Koshika Foundation, we

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienVcase, as we are
requesting to get frorn Koshika Foundation, to the extent that such assistanoe is granted by Koshika Foundatron. lf the requested assistance rs'not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right lo rnake up the shortfall from another NGO or any other source, Thrs

confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.

2) The assistance fronr Koshika Foundation rs only financial rn nature. The choice of the treatment/procedure advrsed/conducted by the Hospital on the
patient, is based on the arrangenrent between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & conrplete responsibility of the treatment & it's outcome & safety of the patient. and Koshika Foundation will have no role or responsibility

in the matler.
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