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DECLARAT|Oi{ by APPL|CANT: Bn}fi m *qqr v{:
1) I hereby mnfm that all details ln lhis Form are True to th€ b€st of my kno ledg€. Any false statement willrend€r my Appllcation & ongoing assistance, if any,

liable ror rejection/cancellation.
2) t solemnly confirm that assistahce, if received kom Koshika Foundation, will be used only lor the 'purpose', as stated in this Form, tot whkh such asslstanc€

was requested by me.

3) I hereby confi;m that I have not & will nol in fulure, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount
for which this assislance is requesled.
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By aflixing hereunder, signature of our Aulhorised Signatory for recommending this case/patient for flnancial assistance from Koshika Foundalion, we

(Hospital) hereby affirm E accept following:
i; that we neither are presenlly nor will in future avail of flnancial assistance lrom another NGO or any other sourc€, for the same patienucas€, as we are

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

by koshik; Fo-undation, in part or in full, then the Hospital resorves it's right to make up the shortfall lrom another NGO or any oth6r source. This

c;nfirmation essentiatly st;tes that the Hospital witl not avail any duplicato assistanc€ for lhe same patiervcase from any olher NGO or any othff source.

2) The assistance from Koshika Foundation is only financial in nature. The choics of the treatrnenuprocedure advised/conducted by the Hospital on the

p;tient, is based on the arrangement between thepatient & lh€ Hospital, and is in no way iniuencBd by Koshika Foundalion. Henc€, the Hospitalwill
assume sole & complete resp;nsibility of the tr€atment & it s outcome & safety ot the patient, and Koshika Foundation wlll have no role or responsibility

in the matter.

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

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

medium, including but not limiied 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 b€fore or aftor my tr€atment or fulfilment ol the "purpose"

for which assistance is b€ing requested.
2) I (Applicant) furlher agree that any such use of my name, address. photo & details of the 'purpose". for which such assistance is requestad/grant€d,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistranca will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptablE to me.
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