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DECLAnATTOil by APPL|CAilT: qd(6 r{ dcqr rx:
'l) I hereby clnfrn lhat all details in lhis Form are Tru6 to the best ot my knowlodg€. Any lals€ statement will rendsr my Appllcalion & ongoing assistanc€, It any,

liable for rejeclion/cancellation.
2)l solemnly;onfirm that assiltance, if received from Koshika Foundation. wlll be used only for lho'purpos€', as stated in this Form, tor which such assislance

was requested by me.
3) I nereby conlirm that I have not & will nol in future, avail of reimbursement, in part or in full, from any other source/employer/insurance clmpany, ol he amount

for which lhrs assistance rs requested.
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1)By afflxing my signature or thumb impression on this Form, I iApplicant) hereby agr€e & authorise Koshika Foundation and it's Trusteos to

use/publish/put-up/reproduce my name, address, photo & details of the "purpose', for which such assistance is requsst€d/grenled, through any

medium, including but not limited to verbal, print, electrgnic, for soliciling donations for Koshika Foundation and/or disseminating inlormation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundalion beforg or aftsr my troatment or fulfilmgnt ot lho 'purpose"

for which assistance is being requested.
2) I (Applicanl) fudher agra€ that any such use of my name, address, photo & dEtails o, the 'purpose-. for which such assistanc€ is requested/grantad,

wilt not automatically enti{e me for receiving or conlinuing the said assistSnc€. Ths decision for granting and/or continuing the asslstanc-€ wlll rsst Solely

with the Trustees of Koshika Foundation, and their dscision is this r8gard will be fin8l and accaptabla to mE.
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By atfixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation, wB

(Hospilal) hereby amrm & accept following:
i;tnit wi neihdr are presently nor will in future avail of financial assistancs from anolher NGO or any othor source, for th9 same patignucass, as we are

requesting to get from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistancs is not granted

by Koshik; Fo--undalion, in part or in full, thGn the Hospital reservos it's right to mako up the shortfali fom another NGO or any other source Thl6

c;nfirmation essentially stites that lhe Hospital will not avsil any duplic€t€ assistancs for ths same pati€nucass from any other NGO or sny othor source.

2) The assistance from Koshika Foundation is only financial in nature. The choice ot the heat nenuproc€dure advised/clnduct€d by lhe Hospital on th€
p;tient, is based on the arangenent betwoen the patient & the Hospital, and is in no way lnfluenced by Koshika Foundatlon. Honce, th€ Hospitalwill
assume sole & complete rGsponsibility of the treatmenl & it's oulcomo & satety of th€ patient, and Koshika Foundation will have no role or responsibility
in the matter.
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