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DECLARATIOII by APPLICAi{T: rili<6 Em q}sqr q?:

1 ) I hereby conffrn lhal all delails in this Form are True to the best of my knowledge. Any false statement will render my Apdhation & ongoing asslslance, i, any,
liable ror rejection/cancellation.

2) I solemnly clnfirm that assistanc€, if rec€ived f.om Koshika Foundauon, wlll bs used only for the 'purpose', as stated in this Form. for whict suct assistance

was requested by me.
3) I hereby confirm thal I have not & will not in future, avail of reimbuGement, in part or in full, from any other source/employer,linsurance company, ol the amount
for which this assistance is requested.
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1) By affixang my signature or thumb impression on this Form. I iApplicanl) hereby agree & authorise Koshika Foundalion and it's Trusto€s to

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

medium, includinq bul not limited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or disseminating intormation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation b€fore or afte. my keatment or fullllmont of the 'purposs"

for which assistance is being requested.
2) I (Applicant) ludher agr6e that any such use of my name, add.ess. photo & details of lhe 'purpose', lor which such assistance is requesled/grantsd,

will not automalicaliy entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the $sisianqr will rBst solely

with the Trustees of Koshika Foundalion, and their decision is this roga.d will b€ final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending lhis case/patient lor financial assistance from Koshika Foundation. we

(Hospital) hereby afllrm & accept followingi
ilttat we neither are presently nor will iniuture avail of financial assistance from snother NGO or any other source, forthe sam€ patienucase, as we arc

r;quesling to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe- requested assistance is not granted

bykoshik; Fo-undation, jn part or in full, then the Hospital reserves it's right to make up the shorffall from another NGO or any other source. This

c6nfirmation essentia y st;tss that the Hospital will not avail any duplicals assistsnce for the same pati€nucase from any other NGO or any othgr source.

2) The assistance kom Koshika Foundatio; is only tinancial in nature. The choice of the treatment/proc€dure advised/conducted by the Hospitalon the

pltient, ls UaseA on te arrangement between the patient & the Hospital, and is in no way influenced by Koshika foundalion. Hence. the Hospitalwill

i"irr" iol" a *.pf"te resp;nsibility of the treatment & it s outcome & safety of lhe patient, and Koshike Foundation will hBve no role or responsibility

in the matter.
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