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DECL RAnoN by APPLIC/rIT: qri<e Em q]qq q?:

'l) I hereby confirm hat all details in his Form are lrue to lhe best ol my knowledge. Any lalse stalement will .ender my Application & ongoing assistance, il any,
liable br r6i€ctim,/cancdlation.

2) I solemnly confim $at assistance, if receiv€d fiom Koshika Foundaton, will be used only for th€ 'purpos€', as stat6d ln this Form. for whlch 6udr a8sls{anco
was roquosted by m€.
3) I hersby confirn hat I have not & will not in future, avail of reimbursement, in part or in full, ftom any other sourcdemployer/insuranc€ company, ot th6 arrcunt
for whlch lhis sssistsnce is requestod.
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By aflixing hereunder, signature of our Authorised Signatory for .ecommending this case/palient lor financial assistance from Koshika Foundation, we
(Hospital) hereby afirm & accept follorving:
1) that we neither are presently nor will in future avail of Unancial assistance trom Enother NGO or any other sou.ca, for lhe same pati6nvcase, as we are
rEquesting to get lrom Koshika Foundation, to th€ extent that such assistance is granted by Koshika Foundation. lfthe requested assistanca is not granted

bykoshilia Foundation. in part or in tull, then the Hospital reserves it's right to make up lhe shortfall from anothe. NGO or any oth€r sourcs, This
confirmation gssentlally statos that the Hospital witl not avall any duplicato assistanca lor tho same psUenucase from any other NGO or any olhor sour@
2)The assistance trom Koshika Foundation is only financial in nature. The choice of tie treat nenuproccdure advised/conducled by thg Hospilal on lhe
patient, is bas6d on thB arrangemsnt bstwoen lhe patient & the Hospital. and is in no way inf,uonced by Koshika Foundatlqn. H€ncs, the Hospital will
issume sole & complete responsibiiity of the trgatrn€nt & it's outcome & salety ofthe patient, 8nd Koshika Foundation will havg no rols or re6po.sibillty
in the matter.

1) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundalion snd ifs Trustee8 to
use/publish/put-up/reproduce my name, address, photo & details of th6 'purpose', for which such assislance is requested/granted, through 8ny
medium, including but not limited to verbal, print, electonic, lor soliciting donations tor Koshika Foundalion and/or dissemlnating lnlormatlon sbout its
actlvities/achi€vements. Such use of my photo & details can be m9de by Koshika Foundation b€lore or after my treatment or fumlmenl ot lh€ 'purpos€'
for which assistanca is b€ing requested.
2) I (Applicant) turther agree that any such use of my nam€, address, photo & details of the 'purpose', for which such assistaoca is .equosted/grantad,

will not automatically entitle me for receiving or continuing the said assistance. The decislon for granling and/or continuing the asslstan6 wlll r€t solely

with the Trustees of Koshika Foundation, and thek docision is this regard wlll b€ final 8nd accsptabls to me.
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