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DECLARATOT{ by APPLTCANT: etk6 tm qiqrf Tr:

1 ) I hereby contfim lhat all details in lhis Form are True lo lhe best of my knowledge. Any false statement will rendEr my Application & ongdng assistance, if any,
liabie lor rejectjon/cancellalion.

2) I solemnly confirm that assislance. if received from Koshika Foundation, will b€ used only for the 'purpose', as stated in this Form, tor nhidr such assislancs
was requcsted by me.

3) I hereby conlirm thal I have not & will not rn future. avail of reimbursement, in part or in full, from any olher sourc€/enployer/insurancr company, ofthe amoun
torwhich this assistance is requested-
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By afiixing hereunder, signature of ourAuthorised Signatory for recommending lhis case/patient lor financial assistance from Koshita Foundalion, we
(Hospital) hereby atfirm & accept following:
1) thal we neither are presently nor will in future avail of financial assistance lrom another NGO or any olher source, tor the samg patienucase, as we are
reqr.res(ng to get lrom Koshaka Foundation, to the extenl thai such assistance is granted by Koshika Fou ation. lf the ,equestod assistance is not granted
by Koshika Foundation, in part or jn full, then the Hospatal reservgs it's right to make up the shortfall from another NGO or any other source. This
confirmalion essentially states that the Hospilal will not avail any duplicale assistaoc€ for the sams patienucase liom any olher NGO or any other source.
2) The assistance lrom Koshika Foundalion is only financial in nature. The choice ofthe treatmenuprocedure advised/conducted by the Hospital on the
patient, is bas€d on lhe arrangemenl between the patient & lhe Hospital, and is in no way inf,uenced by Koshika Foundation. Hence, the Hospilal will
assume sole & complete rosponsibility of the treatment E it s outcome & safety ofthe patienl, and Koshika Foundation will have no role or responsibility
in the matter

1) By aflixing my signature or thumb ihpression 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 assistance is requested/granted, through any

medium. including bul not limited to verbal, print, electronic, for soliciling donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundatjon belore or after my treatment or futllment ol the'purpose'
Jor which assistancc is being rcquested

2) I (Applrcant) furlher agree lhal any such use of my name, address, photo & details of the 'purpose", for which such assislance is rgquested/granled,

wrll not automatically entife me for receiving or continuing the said assastance. The decision for granting and/or continuing the assistance will resl solely

wrlh the Truslees ol Koshika Foundation, and their d€cision as this rsgard will be final and acceptable to ms.
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