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DECLARATIOT{ by APPL|CAI{T: qri!-6 ERr dqul Td:

1 ) I hereby confrm hat all details in this Form are True to the best of my knowledge. Any false sbtement will render my Application & ongoing assistance, if any,

liable for rejecliory'cancellation.
2)l solgmnly confm that assistanca, if received from Koshika Foundation, will b€ used only for the "purpose', as stated in this Form, icr whidl such assistance

was requested by me.
3) I hereby conlirm that I have not & will nol in fulure, avail of reimbursement, in pad or in full, from any other source/employer/insurance company, ot f|e amount

for which this assistance rs requested
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,.GREEI{ENT by APPLICANT (!qr+{i ERr 6{r{)

1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Ko-shika Foundatlon and its Trustees to

use/publish/put-upheproduce my name, address, photo & detalls ol the 'purrpose", for which such asslstance is requested/granted, through any

medium, including but not limited 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 aflor my troalmsnt or fulfilment of the 'purpose'

for which assislance is being requested.
2) I (Applicant) further agree that any Such use of my name, address, photo & d€lails of the 'purpose", tor which such assislanca is roqu€st6d/granted,

wi not automatically entitle me for receiving or coniinuing the said assistancs. The decision for granting and/or clntinuing the assistanc! will rest sol€ly

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and accoptabl€ to me.
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By affixing hereunder, signature of our Autho sed Signatory tor recommending this case/patient lor financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
i; thit we neittrer are presentty nor will in future avail of financial assistahce from another NGO or any other source, for th€ sams patienucase, as we sre

requesling to get from Koshika Foundation, to lhe 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 reservos it's right to make up the shortfall from another NGO or any othar source This

c;nfirmation essentiatly sGtgs that the Hospital will not avail any duplicste asgistance for ths same patienucase from any oth€r NGO or any ofler sgurce.

2)The assistance from Koshika Foundation is only financial in nature. The ctoice ofthe treatmenuprocedure advised/conducted by the Hospitalon the

p;tienl. is based on the arangement between tha patient & the Hospital. and is in no way influencsd by Koshika Foundallon. Hence. the Hospital will

assume sole & complete responsibilily of the treatmenl & it's outcome & satety ol the pati6nt, and Koshika Foundation will have no rols or responsibilily

in the matler.
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