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DECLARATIOil by APPLICANT: qr*({ !m s}cqr rz:

I ) I hereby conlirm that all details in lhis Form are True to the besl of my tnowledge. Any talse stalement trill reoder my Applicalbn & ongoing assistance, if any.
liable fof reiectiorrcancellation.

2) I solemnly coofirm that assistance, if received from Koshika Foundation, will be used only for the 'purpose'. as sl,ated in this Form. for which snch asGistanca
was requestsd by me.

3) I hereby co.{irm lhat I have not & will not rn future, avail ol reimbursement, in part or in full, from any othor sourc€/employe/insur-ance @mpany, of the arpuflt
fo{ which this assistanc€ is requ6t€d.
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1) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproducc my name, address. photo & details of the 'purpose', for which such asslstance is requested/granted, lhrough any

medium, including but nol limited to verbal, print, electronic, lor soliciting donations for Koshika Foundation and/or disseminating information about it's

aclivrties/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or after my lreatment or fulfilment of the 'purpose"

lor whrch assistance is being requested.

2) I (Applrcant) turther agree lhat any such use of my name, address, photo & details o, the "purpose', for which such assislance is requested/granted.

lrill nol automalically entille me lor receiving or continuing the said assistance. The decision for granting and/or continuiog the assistance will rest solely

w{h the Trustges of Koshika Foundation, and their decision is this rega.d will b€ final and ac!€ptabls to ms.
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8y aflixing hercundcr signature of our Authoriscd Signatory lor recommending this case/patient for financial assistance from Koshika Foundalion, we
(Hosl,ila , hereby aflrrm & accept lollowrng'

1) thal we neither are presenlly nor will in future avail of financial assislance from anolher NGO or any other source, for the same patienvcase, as we arg

requestrng to gel trom Koshrka Foundalion, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is nol granted

by Koshaka Foundation, in part or in full, then the Hospital roserves il's righl lo make up the shortfall f.om another NGO or any othe. source. This

confirmation essenlially states that the Hospital will not avail any duplicate assistance for lhe same patienucaso fiom any other NGO or any other source.

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

patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill
assume sole & complote responsibility of the treatment & it's outcome & safely of the patient, and Koshika Foundation will have no role or responsibility

in the matter
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