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DECLARATIoN byAPPLICANT: 3rq(s ERr dsqr ri:
1) I hereby confirm that all details in this Form are True to the besl of my knowledge. Any false statement will rendei my Application & ongolng asslstance, it any.

liable for rejection/cancellatio0.

2) I solemnly confirm thal assistance, if recerved from Koshika Foundation, will be used only tor tha'purpose', as stat€d in this Fom, lo. which such assistan@

was requested bY me.

3) I her;by confirm that I have not & will not in ful!ie, avai of re mbu.sement, in part or in full, from any olher source/gmploy€r/insuranca company, of th€ amount

for which this assistance is requested.
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By aflixing hereunder, signalure of ourAuthorised Signatory lor recommending this case/patient for financial assistancg trom Koshika Foundation, tYe

(Hospilal) hereby atfirm E accept ,ollowing:

l) that w€ neilher are presenlly nor wlll in future avail of f nancial assistance from another NGO or any other sourca, fo. thg sam€ patienucase, as we afti

r;questing to get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lflhe requested assistance is not grant€d

bykoshik; Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfallfrom another NGO or any othet source. This

c;nfirmation essentially states thal the Hospital will not avail any duplicate assistance for the same patlonucase from any olher NGO or any other sourca.

2) The assistance from Koshika Foundation is only financial in natu.e. The choice of the treatmenuprocedute advised,/conduct€d by the Hospital on th€

patient, is based on the arrangement between the patient & the Hospilal, and is in no way lnfluenced by Koehika Foundalion. Hencs, the Hospilalwill

issume sole 6. complele responsibility of the lreatment & il's o!lcome & safety of the paliBnt, and Koshika Foundstloo will havs no rclo or rssponsibility

in the matter
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1) By amxing my signature or thurfib impression on this Form, I (Applicanl) hereby agree & authorise Koshlka Foundatlon and lt's Tr$t€os lo

use/publish/pulup/reproduce my name, address, photo & detalls of the "purpose', for which such assistance ls toquested/granted, through any

medium, lnctuding bul not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/o. disseminating lnfo.mation about it's

activities/achievemenls. Such use of my photo & details can be made by Koshika Foundalion before or after my lreatment o. fulfilmonl ot th€ 'purpos€'

for which assislance is being requested.

2) I (Applicant) further agree lhat any such use of my name, address, photo & details of lhe 'purpose', for whlch such ssslslancs is requ€sted/granted,

will not automatica y enlitle me for receiving or conlinuing the said assistance. The decision for granling and/or contlnulng the assistance will rcst solely

with the Trustees of Koshika Foundation, and their decisron is lhis regard will be final and acceptable to me.
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