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DECLARATIOiI by APPLICANI qIt<T Em rlsqr Yrl
1 ) I hereby confrm fiat all details in this Form are True to the best ol my knowledge. Any talse statement rvill render my Application & ongoing assistance, if any,

liable fo. rejectiorrcancsllation.
2) I solemnly confirm that assistance, if rec€ived lrom Koshika Foundation, will b€ used only fo. the "purpos€', as statd in this Form, tor which such assistance
was requested by me.
3) I hergby conltrm that I have not & will not in futur€, avail of reimbucoment, in part or in full, from any oth6r source/employe/insurance clmpany, of the amount
for which this assistance is requested.
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'1) By altlxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

medium, including but not limited to verbal, print, glectronic, lor soliciting donations fo. Koshika Foundation and/or disseminating information about lt'E

activities/achievements. Such use of my photo & detalls can be made by Koshika Foundatlon betore o. after my treat nent or fulfilment ofthe "purpose'

for which assistiance is being .equested.
2) I (Applicant) further agree lhat any such use of my name. address, photo & details of the 'purpose', tor which such assistance is requested/granted,

will not automatically entitle me for receiving or continuing the said asslstance. The decision for granting and/or continuing the asslstance will .est solely

with the Trustees of Koshika Foundation, and their dscision is this regard will be Unal and acceptablo to me.
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By affixing hereunder, signaturc of ourAuthorised Signatory fo. recommending this case/patient Ior financial assistanco from Koshika Foundation, we
(Hospital) hereby afiirm & accept lollowing:
1;thit we neither are presently nor will in future availof flnancial assislance from anothor NGO or any other source, for the same patienvcase, as we are

r;questing to get from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not g.anted

bykoshilia Fo,-undation, in part or in full, then the Hospital reserves it's right to maks up the shortfallfrom another NGO or any other source. This

c6nfirmation essentially sdtes that the Hospital will not avail any duplicaie assistancs lor tho sam€ pationucaso trom any other NGO or any other source.

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

pitlent, ii Uasea on tne arrangomant botw€en the patient & the Hospital, and is in no way inllusnced by.Koshika Foundalion. Henca, the Hospital virill

issume sote a comptete resp;nsibility of the troatrngnt & it's outcomo & salsty ot ths patient, 8nd Koshika Foundation will have no role or responsibility

in the matter.
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