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DECLARATION byAPPLICANT: i[ri<6 !m dsqr Yx:

1) I hereby conlirm that all details in thls Form are True to the besl ot my knowledg€. Any lalse statement will render my Application & ongoing assislance. if any,

liable for rejectiory'cancellation.

2) I solemnly ;onfirm thal assistance. it rcceived trom Koshika Foundation. will b€ used only for the 'purpose', as stated in this Form, for which such assistance

was requested by me.

3) I he;by confifu lhat I havo not di will not in future, avail of rcimbursement, in pa or in tull, from any oth€r source/employor/insurance company. of the amount

for which this assistance is requested.
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1) 8y afiixing my signature or thumb impr€sslon on thls Form, I (Applicant) hereby agree & authoriso Koshlka Foundation and it's Trustees to

use/pubtish/pulup/reproduce my name, address, photo & details of the 'purpose', for which such assistance ls requested/granted. through any

medium, includihg bul not limited to vgrbat, print, electronlc, fo. soliclting donatlons for Koshika Foundation and/or disseminating informalion about it's

aclivities/achievements. Such use of my photo & details can be made by Koshika Foundatlon before or after my treatmenl or fulfilment of the 'purpose"

for which assislance is being requested.

2) I (Applicant) further agree that any such use of my nam6, address, photo & dgtalls of the 'purpose', for which such assistancE is requesled/granted,

will nol automatically entitle me for receiving or continuing the said assistance. The decision for g.anling and/or continulng the assislance will r€st solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linal snd acceptable io m9
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By affixing hereunder. signature ol ourAuthorised Signatory for reclmmending lhis case/patient lor linancial assistance fom Koshika Foundation, we

(Hospilal) hereby afllrm E accepl following:

1) that we neither ar€ presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienucase, as we are

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

by Koshika Foundation, in part or in tull, then the Hospital reseryes it's right to make up the shoffall lrom another NGO or any other source. This

confirmation essentially states thal tho Hospital will not av6il any duplicate asslslanca for thg same patlonucase from any other NGO or any oth€r source.

2)The assistance from Koshika Foundation is only financial in nature. The choice ofthe treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on th€ a(angement between lhe patlent & the Hospilal, and ls ln no way lnfluenced by Koshika Foundation. Hence, the Hospital will

assume sgle & complele responsibility of thE treatment & it s outcoms & safety ofthe patient, and Koshika Foundation will have no role or responsibility

in the matter.
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