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OECLARATION byAPPLICANI: 3i[+{d, ERI dsql T,:
1 ) I hereby mnfrn lhat all details in this Form are True to the best of my knowledge. Any tatse statement wifl render my Apptication & ongK,ing assistanco, iI any,liable for rejectiory'cancellation.
2) I solemnly confirm that assistanca, if received fiom Koshika Foundation, willbe used only for the "purpose'. as stated in thls Form, for whidl such assistance
was requesled by me.
3) I hereby conlirm that I have not & will nol in future, avail of rejmbursement, in part or in full, from any other source/employe/insurance clmpany, o, the amount
for which thrs assistance rs requested
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ftl
ENT by APPLICANT ( Em 6m)

1) By affixing my signalure or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it,s Trustees to
use/publish/pul-up/reproduce my name, address, photo & detalls ol the 'purpose', for which such assistance is requested/granted, through sny
medium, including bul not limited to verbal, print. eleclronic, for soliciting donations for Koshika Foundation and/or disseminating information about it,s
activities/achievements. such use of my photo & details can be made by Koshika Foundation before or aftff my treatment or fulfitmsnt ol the .purpose"
for which assistance is being requestgd.
2) I (Applicanl) further agree thal any such use of my name, address. photo & details of lhe 'purpose", for which such assistancc is requ€st6d/9ranted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or conlinuing the assistanc€ will resl solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to mo.
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By affrxing hereunder, s gnature Of our Authonsed Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation. we
(Hospital) hereby atfrm & accepl followrng'
1) that we neithea are presently nor will in fulure avail of flnancaal assistanco from anolher NGO or any other source. for lho sams patienucase, as we are
.equesting to get from Koshika Foundation, to ihe extent thal such assistance is granted by Koshika aoundation, lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to mak6 up the shortlall from another NGO or any oth€r sourc€. This -
confirmation €ssenlially statos that the Hospital willnol avail any duplicate assist8nc€ for the samg pationucasg from sny oth;r NGO or any othor source.
2)The assistanc€ from Koshika Foundation is only tinancial an nature. The choic€ of the treatmenvproc€dure advised/co-nducted by tne Hoipitalon ihe
patient, is based on the arrangement between tho patient & the Hospital. and is in no way influenced by Koshika Foundation. Hen;e, the Ho;pitalwilt
assume sole & compiete responsibility of the lreaiment & it's outcome & safety ofthe patisnt, and Koshika Foundation will have no .ole or responsibility
in the matter.
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