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DECLAMTIOII by APPLICA I: clilT BTo liqqr qr:

1) I hereby confllm lhal all delarls rn thrs Fo.m are Ttue Io lhe besl ol my knowledge Any ralse slalemenl wlll render my Applcalion & ongoing assistance ll any

lable for rejection/cancelatDn

2) l solemnty ;onfirm lhal atsistance. it received lrom Koshrka Foundation. wrll be used only for lhe purpose- as staled rn thrs Form, lor whrch such assrslance

was requested by me.

Siiherili confil" fhat f have nol E witl not rn futu.e, avail of rermbuGement, rn pad or in full, lrom any other source/omployer/insurance company ol lhe ahount

lor which this assistrance is lequest€d.
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1) By afirxrng my srgnalu.e or rhunb rmpresson on thrs Form. I (Applicanl) hereby agree E authoose Koshika Foundation and it s Trustees lo

r_rseiiuOtishi put-uptieproduce my name, address. photo & details ol lhe'purpose". lor which such assislance is requesled/granled. lhrough any

medrum, rnciudrng but nol hmrted to veDal. pnnt, electronic, lor solaciting donalrons for Koshika Foundation and/or disseminating inlormation aboul rl s

activilteslachievemenls. Such use ol my photo & detaits can be made by Koshika Foundation belore o. altor my treatmenl or fulfilment ol lhe "purpose"

for which assislance is being requested

2l I (Appticant) l!rlher ag.ee that any such use ol my name. address pholo & d6lails ol the 
_purpose_. fol which such assislanco is rgquosled/granlgd,

wrlt nol aulomalrca y enttlle me for recervrng oa conllnurng the sard assrslance. The decisron lor granlrng and/or continuang the assistance wall resl solely

r,tith the Trustees ot Koshrka Foundation. and their decision is this regard will be linal and acceplable to me
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By alixing hereunder s€nalure of our Autho sed Slgnatory for recommendrng lhis case/patenl lor financEl assrslance fiom Koshika Foundat@n. we

(Ho6pital) hereby affirm E accepl following:

i1 if,it wi ne'tt'er are presenllynor will inluture avail ol financral assiglance from anolher NGO or any olher source, for the same patienucase, as lve are

requeslmg to get frorn Koshik; Foundation. to the extent lhat such assistance as granted by Koshika Foundataon. lfthe requested assistance is not granted

by'Koshik; Fo-undalion. in part or in full, then the Hospital reserves il's right to make up the shortfall from another NGO or any other source This

c6nfirmation essenlially st;trs thal the Hospilat will not avail any duplicaie assistance tor the same patienvcrse lrom any other NGO or any other source.

ijtfre ass,stance trom Koshrka Foundalion ls only ,inancial in nalure. The choice ol the lreatmenvprocedure advis6d/conducled by the Hospitalon lhe

p;tient. is based on the a angement between lhapatient E lhe Hospital. and is in no way influenced by Koshika Foundetion Hence th€ Hospilal will

assume sole & complele resp;nsrbilrty ol lhe treatmenl E rt s oulcome E safely of the palrent and Koshika Foundation will have no rcle or responsrbrlity

in lhe malter
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