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DECLARATIO by APPLICAilX ETk6 A{I dcql qr:

1) I hereby confrm thal all details in this Form are True to lhe best of my knowledge. Any tals€ slatemont will render my Applkztjon & ongoing assislance' iI any'

a l*'El"l,l"ff*?I?:f"'l'J]t:nce. ir received rrom Koshika Foundation, wir be usod onty ror the "purpose'. as stated in thls Form. rot whidr suc-h assistance
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3) I hereby confirm that I have not & will not in future, avail of reimbuEement, in pari or in fuli, from any other source/employer/insurance company' of the amount

for which this assistance is requested
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1) Bv affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & aulhorise Koshlka Foundation and it's Trustees to

use/pu blish/pulup/reproduce my name, add ress, photo & details ol the 'purpose'' ,or which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information abou t it's

activities/achievements. Suoh use of my photo & delails can be made by Koshika Founda tion before or after my treatment or fulfilment of the "purpose
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By aflixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance lrom Koshika Foundation' we

(Hospital) herebY affirm a accept tollowing

1) that we neither are presently nor will in future availo f flnancial assistance from anoth€r NGO or any other source, for the same Patienvcase, as we are

requesting lo gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Found ation, in part or in full, then th€ Hospi tal reserves it's right to make uP the shortfall from anothor NGO or any other source. This

confi rmation essentiallY states that the HosPital will not avail any duPl icaae assistanc€ for the sam6 patienUcase from any other NGO or anY oth€r sourcc

2) The assistance from Koshika Foundation is only flnancial in nature The choice of the treatment/proced ure advised/corducted by the Hospital on the

afiangement between the Patient & the Hospital, and is in no way influenced by Koshika oundation. Hence. the Hospital willF

in the matter.
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