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DECLARATIO by APPL|CA]{I: rcr}(6 EEr ftvll vi:
1) I hereby confirm lhat alldetails in hls Form are True to lhe besl of my knowledge. Any false stalement will render my Application & ongoing asslstance, af any,

liabls lor rejectiorrcancellaton.
2) I sol€mnly confirm that assistance. if received from Koshika Foundatlon, will b€ ussd only for the 'purpose', a8 staied in this Form, fo. whldl such assktanc€

was roquesld by me.
3) I he;by confirm that I have not & will not in future, availof reimbursement, in part or in full, from any other sourc€/employer/insurance clrnpany, of ihe amou

for which thrs assistance rs requested
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,.GREEITENT by APPLICANT ( tI{ 5{R)

1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trust€es to

use/publish/put,up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, inctuding but not timiied to verbal, print, electronic, 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 aIt€r my lrcatment or lulfilmsnt of lhe 'purpose"

for which assistance is boing requested-
2) I (Applicant) further agree that any such use of my name, address. pholo & details of lhe 'purpose', for which such assistance is rgquosted/granted,

wi not automatically entitle me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistanc! will rest solely

with the Trustees of Koshika Foundation, and their decision is this regad will be llnal and acc€ptable to m6.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation, we

{Hospital) hereby aftirm E accept following:
t;tnat we neitrdr are presenlly nor will inluture avail of financial assistanc€ from another NGO or any other source, for th6 same patienucase, as we are

r;questing to get from Koshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. lfthe requested sssistance is not granted

by Koshik; F;undation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. Thls

;nfirmation essontially st;tes that the Hospital will not avail any duplicatg assistance for thg sam6 pati€nucass from any other NGO or any ohgr source

2)The assistanc€ from Koshika Foundation is only financial in nature. The choics ofthe treatmenuprocedure advised/clnducted by the Hospitalon the

p;tient, is based on the arrangement between thopatient E the Hospilal. and is in no way inf,uenc€d by Koshika Foundalion Hence. the Hospital will

assume sole & complete rssp;nsibility of the treatmenl & it's outcome & safoty oI the patient, ahd Koshika Foundaiion will have no role or responsibility

in the matter.
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