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DECLARATTON by APPL|CA T rf,rt(r lI{ q}qrn Tl:
'l)l hereby clnfi.m that alldehils in thls Form are True to the best ot my knowledge. Any false statement willrender myApplication & ongoing assistance, if any,

liablg for reiectjory'cancollaton.
2) I solemnly confirm lhst aEsistarrce, if received hom Koshika Foundation, will be used only for the 'purpose', as stated in lhis Form. for which such assislance
was requested by me.
3) I hereby contirm that I have not & will not in future. avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount
for which this assistiance is requested.
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1)By afiixing my signature or thumb impression on this Form, I (Applicani) hereby agree & aulhorise Koshika Foundation and it's Trustees to
use/publish./pulup/reproduce my name, address. photo & details of tho 'purpose', for which such assistancr is .equested/granted, lhrough any
medium, including bul not limited to verbal, print, electronic, Io. soliciting donations tor Koshaka Foundation and/or disseminating intornation about it's
activitles/achievements. Such use of my pholo & detalls can be made by Koshika Foundation belore or after my treatment or fulfilment ofthe'purpose'
for,rhich assistance ls bging requested.
2) I (Applicant) lurlher agree that any such we of my name, address, photo & delails otlhe'purpose', for which such assistance is requested/granted,
will not automatically entiUe me for receiving or continuing the said assistance. The decision tor granting and/or continuing the assistance will resl solely
with the Trusteos of Koshika Foundation, and their decision is this regard will be llnal and acc€ptable to me.
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By aftixing he.eunder, signature of ourAulhorised Signatory for recommending this case/patient for llnancialassistance lrom Koshika Foundation, we
(Hospital) hereby affirm & accepl following:
1) that we neilhe. are presently nor will in future avail ot financial assislance from another NGO or any other source, for the same patient/case, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundaton, an pad or in full, then the Hospilal reserves it's righl to makg up the shortfall from another NGO or any other source. This
confirmation essentially states thal the Hospital will not avail any duplicate assislance for the same patienucase from any other NGO or any oth6r source.
2)The assistanc€ from Koshika Foundation is only financial in natu.e. The choice ot the treatmenuprocedure advised/conducted by the Hospilal on the
patienl, is based on the arangemont betwesn the pationt & the Hospital. and is in no way influencsd by Koshika Fouodation. Henc€. th6 Hospilalwill
assume sole & complete responsibility of the treatment & it's oulcoms & satsty ofth6 patient, and Koshika Foundation will have no role or responsibility
in the ma(er.
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