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DECLARATToN by APPL|CANT qrt<6 !I(I qlqql qr:

1) I hereby conlirm that all details in lhis Form a.e True to thg besl ol my knowledgs. Any lalse slatemert will rende. my Application & ongoing assistance, if any,
liable for rejectjory'cancellation.

2) I solemnly confirm that assislancs, it recaived fom Koshika Foundal,on. willb€ us€d only for the'purpose'. as stated in this Form, forwhich such assistance
was requested by me.

3) I hereby conllrm lhat I have not & will nol in future, avaii of reimburs€mont, in pai or in full, from any other source/employe.rnsurance company, ol the amount
forwhich this assistance is requested.
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l) By affixing my signature or thumb lmpression on this Form, I (Appllcant) hereby agroe & authorlse Koshlka Foundatlon and it s Trustees to

use/publish/pulup/reproduce my name, add.ess, phgto & details of the 'purpose', for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronlc, for soliclting donaUons fo. Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use ot my photo & details can be made by Koshika Foundation bgfore or after my treatment or fulfilmenl of lhe 'purpose'

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, pholo & details of the 'purpose", for which such assistanco is requested/granted,

will nol automaticaliy entitle me for rec€iving or continuing the said assistancs. Th€ decision for granting and/or continuing lhe assistance will rsst solely

with the Trustees of Koshika Foundation, and their decision is this regard will bE linal 8nd acceptable lo me.
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By affixing hereunder, signature ol ourAuthodsed Signatory lor recommehding lhis case/palient for financial assistance from Koshika Foundalion, we
(Hospital) hereby afilrm & accept following:
1)thal we neither ar€ presently nor will in fulurg avail of linancial assistanc€ from another NGO or any other source, for the same patienucase, as we are
requesling to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in tull, th€n thB Hospital reseryes it's ,ight to maka up lhe shortfall lrom another NGO or any other source. This
confirmation essenti8lly states that the Hospital wlll not avail any duplicate assbtancs tor lhe same patlenucase from sny other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choic€ ol the treatmenuprocedure advised/conducted by the Hospital on the
patient, is based on thB arrangem€nt b€tween the patlent & the Hospital, and ls ln no way influqnced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibilily of the treatrnEnt & il's outcomo & satety ot the patient, and Koshika Foundatlon will hav€ no role or responsibility
in Ihe matter
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