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OECLARATIOI by APPLTANI sr+46 tRr stc,[ Ti:

1l I hereby contirm lhal all delarts in lhrs Fo.rn are TrL,e to lhe best ot my knowledge Any lalse stalemenl wlll render my Appl'calion E ongoing assislance ,f any

Iable for rejection/cancellatron.

2) l solemnly ;onfrm lhal assrslance. rl recerved irom Koshrka Foundalron wrll be used only for lhe purpose" as slated rn thrs Form lor which such assrslance

was requested by me.

3) I her;by confi; lhal I have ool & will not ln future, avail of rermbursement, rn parl or in full, from 6ny other source/employer/insuGnce company, of the amount

for vyhich thrs assrstance is requesled
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1) By afilxrnq my srgnature or thumb rmpressron on thrs Form. I (Applrcanl) hereby agree & authonse Koshika Foundation and rl s Trustees to

use/publish/pul-upreproduce my name, address. photo E delails ol the "purpose". lor which such assistance is requested/granted. through any

medrum, rnctudrng but not trmrted to verbal. pnnt, electronic, tor soliciting donations for Koshika FOUndation and/or dissemrnating rnlormation about il s

aclrvilies/achievemenls. Slch use ol my photo & details can be made by Koshika Foundation before or afler my trealment or lulfilmenl ol the "purpose"

{or whrch assistance is being requested

2l I iApplicant) lurlher agree lhat any such use ol my name. address. pholo & delarls of the purpose". foI which such assistance is requ€sted/granted.

wrl not aulomatrcatty enlrtte me for recervrng or contrnurng lhe sard assrslance The decision lor grantrng and/or conlinuing the assistance will resl solely

wrlh lhe Trustees ol Koshrka Foundaion. and therr decision is lhis regard will be final and acceptable to me
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By affixrnq hereunder. signalure of our Aulhonsed Signatory for recomftendtng thrs case/pallent lor financial as$stance from Koshika Foundatlon, we

(Hospital) hor€by alfirm & accept lollowing:
1) lhal we neilher are presently nor will in luture avail ol financial assiglance lrom snother NGO or any olher source, ,or the same palienl/case. as we are

requeslrng to get f.orh Koshika Foundation, to the extent lhat such assislance is granted by Koshika Foundalion. lf the requested assistance is nol granted

by Koshika Foundation. in parl or in full. lhen lhe Hospital reserves it's right to make up lhe shortfall from another NGO or any other source. This

confirmalion essenttally states that the Hospital will not avail any duplicate assistance for the sams patienucase from any oth€r NGO or any other source.

2) The assistance from KosNka Foundatron is only linancEl rn nalure. The choice ot the lrealmenuplocedure advised/conducted by lhe Hospital on lhe

Oatient. is based on the a(angemenl between lhe patienl E the Hosprlal. and rs rn no way rnfluenced by Koshika Foundation. Hence. lhe Hospilal will

assume sole E complele resgons,br|ly ol lhe trealment E tl s outcome & salety of lhe palienl. and Koshika Foundation wrll have no role or responsrbllity

in the mattet
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