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DECLARAT|O by APPtrcAII: sn+(6 ERr Slqr !-r:
1 ) I hereby mnlirm that all delails in this Form are True to the best ot my knolvledge. Any fals€ statement will rendor my Application & ongoing a.sbtence, if any,

liable for rejectlor/cance atofl.
2) I sol€mnly confirm ihat assistance, af received from Koshika Foundation, will be used only for the 'purpose', as stat€d in this Form. for whidl suci a$istaoce

was requested by me.
3) I hersby confirm that I have not & wi not in tuture, avail of reimbursement, in pad or in tull, frorn any otler sourco/emplo!€tlinsurance company' of ths amount

tor which this assistance is requested.
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1) By afiixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name address, photo & detail

medium, including bul not limited to verbal, print, electronic' for

activities/achievemenls. Such use ol my photo & delails can be
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s oi the 'purpose", for which such assistance is requested/granted' through any

soliciting donations for Koshika Foundation and/or disseminating inlormation about il s

made b-y Koshika Foundation belore or afler my treatment or tumlment ol the "purpose'

for which assistance is being requested.

2)l(Applicant)furtheragreethatanysuchuseolmyname'address.photo&detailso'the.puoose'.forwhichsuchassistanceisrequested/Eranted,
will not auiomatically entitte me tor receivtnl or continuing the said assistance. The decislon for granting and/or continuing the assistrance will rest solely

with the Trustees of Koshika Foundation, and their d€cision is this regard will be final and acceptable to me'
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By afllxing hereunder, signature of our AuthorisedSignatoryforrecommendingthiscase/palientforfinancialassistancefromKoshikaFoundation'we
(Hospi talihereby affirm & accept lollowing
1) that we neither are presenlly nor will in future avail of flnancial assistance from another NGO or any other source, for the same pali6nl/case, as we are

requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Found ation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full. then the HosPital reserves it's right to make up the shortfall from another NGO or any other source. This

confirmation essentiallY states that the Hospital will not avail any duplicate assistance tor the same patignt/case from any other NGO or any other source

2)The assi stance from Koshika Foundation is only financial in nature. The choice of the treatmenl./proc€du re advised/conducted by the Hospital on the

patient, is based on the arrangem6nt between the patient & the Hospital , and is in no way influonced bY Kosh ika Foundation. Hence, the Hospitalwill

assume sole E complete resPonsibility of the treatmenl & it's ourcome & safety of the patient, and Koshika Fou ndation will have no role or responsibility

in the matter.
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