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DECLARATIOT{ by APPLICA T: qr+<6 m dsqr yr:

1) I hereby conlirm thal alldetails in this Form are True to the besl of my knowledge. Any false statement will render my Applicstion & onliolng assislance, iI any,
liabls ror rejectiorvcancellation.

2) I solemnly confirm that assistance, il received trom Koshika Foundation, will b€ used only for th€ 'purpose', 8s stated in this Form, for which sudl assbtanca
was requestd by me.
3) I her;by confrm that I have not & witl not in futur6. availof reimbursement, in part or in full, ftom any other source/employer/insurance company, of the amo{nt
for which this assistanc! is requested.
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l)By alfixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundatlon and it's Trusteel to

usei publish/put-upkeproduce my name, address, photo & details of the 'purpose". for which such assistance is requestsd/granted, through any

medium, lncluding but not limited to verbal, print, electronic, for solicitlng donatlons lor Koshiks Foundatlon and/of dissemlnatlng lnformEtlon about lt's

activities/achievements. Such use ol my pholo & details can be made by Koshika Foundation belore or atter my treatment or fumlment ol the 'purpose"

for which assistance is being requested.
2) I (Appllcant) turther agree that any such use ol my name, address, photo & details ofthe'purpose', tor whlch suci sssbtEnce is roquestod/grantad,

wilt not sutomatica y entitle me for receiving or continuing the said assistance. The decision lor granting and/or conlinulng the assistranc€ will rgst solely

wlth the Trusteos of Koshika Foundation, and thoir decision is this regard will be final and acceptable to m9.
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By alllxing herounder, signature of our Authorised Signatory for reclmm6nding this case/patisnt tor financial assislsnca lrom Koshika Foundation, we
(Hospital) her€by afiirm & accept following:
1)that we neither are presently nor will in future avail of llnancial asslstance from snother NGO or 8ny other sowce, for the same patienuc€s€, as we are
requesting to get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lf ths requestod assistance is nol granted
by Koshlka Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from Enother NGO or any other source. Thls
connrmation ossontially states thal tho Hospital wlll not av8il any duplicate asslstancs for tha samo patl€nuca8g lrom any oth6r NGO or any oth€r sourca.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treattnenuprocadure sdvised/conduct€d by the HospilSl on the
pali€nt, is based on ths arrangsment b€tween the patlont & tho Hospital, and i3 in no way lnnusncad by Koshlka Foundatlon. Hencs, the Hospltal wlll
assume sole & complete responsibilitybt the treatmenl & it's oulcome & safety of th€ patient, End Koshlke Foundation wlll have no role or responsibllity
in th€ matler
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