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OECLARATION by APPLICAflX i{r{<d' ERI dqql ITd:

1) I hereby conllrm that all delails in this Form are True to lhe best of my knowledge. Any ralse statement tvill render my Application & ongolng asslstanoo, ll any,
llabls Ior relectiory'cancellatlon.

2) I solemnly clnfirm that assistance, if received from Koshika Foundatlon, willbe us€d only Ior lh€ 'purpose', as stated ln thls Fgrm, tor whi.h sudr asslstarco

u/as requested bY me.

3) I hereby confirm that I ha!€ not & r/vill not in future, avail of reimbursement, in part or in full, lrom any other source/employernnsurarce company, of fta amont
for whict this Bssistance is roquested.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patlent for financlal asslstance from Koshlka Foundaoon, w9

(Hospital)hereby aftirm & accepl {ollowing:

i )th;t w; neither are presently nor will inluture avail of financial assistance from another NGO or any other source, for the samg patlenucase. as we are 
.

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested asslstancg ismt grant8d

bykoshik; Foundation. in part or in iull, ihen the Hospital reserves it's right to make up the shortfall lrom another NGO or any othBr sourca. Thls

confirmation essentially states that the Hospital will not avail any duplicate assislance for the same patienvcase from any other NGO or any olhet sour@.

2)The assistance lrom Koshika Foundation is only financial in nature. The choice of the treatrnenuprocedure advised/canducted bylhe Hoslitrl on tho
patient, is based on the anangemenl beh^/een the patient & the Hospital, and is in no way in,luenced by Koshika Foundation. Hence, tho Hdspltalwlll.

assume sole & complete respanslbllity of the treatment & lt's outcome & safety ofthe patienl, and Koshlka Foundatlon wlllhave no role or responslblllty

ln the matter.

l)By affxing my signature or thumb impression on lhis Form, I (Applicant) hereby agrce & authorise Koshika Foundstion and ii's Trustae8 to

use/pubtish/put.upkeproduce my name, address, photo & details of the 'purpos€", for which such assistance ls requested/granted, lhrough any

medium, inciuding but not timited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating lnformation about its

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fullilm€nt otlho'purpose'

for which asslstance is berng reqLtested.

2) I (Applicant) further agres that any such use of my name, address, photo & details olthe'purpose', forwhich such assistance ls requested/gGntod,

will not automatlcally entitle me for receiying or continuing the sald assistance, Ihe decislon lor grantlng and/or contlnuing the asslstanc€ wlll rBst solely

with the Trustees of Koshik? Foundation, and their decision ls ihis regard will be llnal and acceptable to me.
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