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DECLARATION by APPLICANT: iNTT<s, EM q}qql CT:

i) I hereby conlirm that alldetails in this Form are True to the best ot my knowledgg. Any false statement will render myApplication & ongoing assislance, if any,

liable for rejection/cancellation.

Z) iiol"rnfy ionnrm tf,at assistanc€, if rEceivod from Koshika Foundatlon, will b6 us8d only lor ths 'purpose', as stated in this Form for which such assistance

was requested by me.

iiit"riUv -"ni, ttra I have not E. wil not in future, availof reimburs€menl, in part or in full, from any olher source/employer/insurance company, of the amount

forwhich this assistance is rcquested.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending lhis case/patient for linancial assistance from Koshika Foundation, we

(Hospilal) hereby afllrm & accepl following:

i;tnit w6 neittrer are presentty nor will inlutur€ availolfinancial assistanca lrom another NGO or any other source, for the same patient/case, as we €re

r;questing to get from Koshika Foundation, to the ex(ent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

bykoshik; Fo-undation, in part or in full, then the Hospital ,ssErves il's right lo make up the shortlalltrom another NGO or any other sourcs. This

c;nfirmation essentially states that the Hospital tvlll not avail any duplicate sssislanc€ for the same pati€nucass frcm any other NGO or any other source

2) The assistance kom Koshika Foundatioo is only linancial in nature, The choic€ of the treaimenuprocedure advised/conducted by the Hospital on the

p;tient, is basod on the arrangem€nt between the patlent & the Hospital, and ls ln no way lnf,uenced by Koshika Foundalion. Hence, the Hospitalwill

assume sole E completo resp;nsibility of the lreatment & il's outcome & safsty of thg patient, and Koshika Foundation will have no role or responsibility

in the matter.

1) By afitxing my signature or thumb lmpresslon on this Form, I (Appllcant) hereby agr66 & authorise Koshlka Foundation and it's Trustoes to

uie/pubtisnfiut-up/reproduce my name, address, photo & details of the 'purpose', for which such asslstance ls requested/granted, through any

meOium, inciuOing bui not timited to verbal, print, electronlc, fo. soliciting donatlons for Koshika Foundation and/or disseminating informalion about it's

activities/achieve;ents. Such use of my photo & detalls can be made by Koshika Foundation belore or after my lreatmenl Or fulfilm€nt of the 'purpose'

for which assislance is being requested.

2) I (Appticant) further agree that any such use of my namB, address, pholo & details of the 'purpos€', for which such assistance is requested/granted,

will noi automatically enlille me for recoiving or continuing ths said assistance. Th6 dEcision for granting and/or continuing the assistance will r€st sol€ly

with the Trustees of Koshika Foundation, and their decision is this rsgard will be linal and acceptable lo me
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