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DECLARATION byAPPLICANT: i[r+(tr ERr s]s![ vd:

1) I hereby confirm hal all details in this Form are True to the best ot my knowledge. Any hlse stat€ment will render my Application & ongoing assistanco, if 8ny,

liable lor rsj8cliory'cancellation.
2) I solgmnly ;Dnfirm that assistance, if rec€ived from Koshika Foundation, will b€ us8d only fo. the "purpose', as stated in this Fom, tor which suct .ssbtanca
was rcquestd by me.
3) I her;by conlirm that I have not & will not in future, avail of reimbursam€nt, in part or in tull, from any otlar sour@/gmployet/insurancs company,0fthe amoont

for which this sssistanc€ is requested.
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APPLICAiIT'S SIGNATURE OR LEFT THUMS IMPRESSION

By affixing horeunder, signature of our Authorised Signatory for recommonding this case/patient lor ,insncial assistance trom K$hika Foundation, we
(Hospital) hereby afilrm & accept following:
1)that rve neithe. are presently nor will in future availof flnancial asslstance from snother NGO or 8ny othot sou.ce, for the ssme pstienucas€, os we aro
requesting to get from Koshika Foundation, to the extent that such assistanc€ is granted by Ko6hik Foundetion. lf lhs r€qu€slod assistanca i8 not grantod
by Koshika Foundation. in part or ln full, then the Hospital resorves it's right to makg up the shorttall lrom Enolher NGO or any other source. Thls
conlirmation 6ss6ntially states that tho Hospital wlll not avsll any duplicste asgistancs for the s8m€ patlont/c486 from 8ny othor NGO or any other gource.

2) The assistanc€ from Koshika Foundation is only financial in nature. The choice ol the treatmenuprccadure advissd/cgnducted by th€ Hospital on lhe
pati8nt, is ba66d on the arranggmont botweon tho patl6nt & th€ Hospital, and is ln no way lnlluoncod by Koshlka Foundatlon. Hsnce. thB Ho3pltal wlll
assume sglo & complete responsibility of the troatment & it's outcomg & ssfety of th€ p.ti6nt, 8nd Koshike Foundalion will hav€ no role or r€sponsibllity
in the matter
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1)By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & sulhorise Koshiks Foundation and it's Trusloes to

use/pubtish/pulup/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requ€sted,/grantgd, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundatlon and/or dlssemlnatlng lnlormatlon sbout lt'E

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation belore or after my trealnent or fulflmsnt orthe'Purpose'
for which assistance is being requested.
2) I (Applicant) turther agree thal any such us€ of my name, address, pholo & dotalls of ths 'purpose', for whlct such assbtanca is req!$lod/9ranted,
witl not automatically entitle me for recliving or continuing the said assistance. The decision for gr8nting and/or continuing the a$btanca wlll r98t solely

with the Trustees of Koshika Foundation, and their dgcision is this regard will be linal and acceptable to me.
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