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DECLAnATDN by APPLICA T: fii(6 ERr dcqr rn:

1) I h€reby confirn that all detalls in lhis Form are True to the best of my knowledge. Any false statement will render my Applicalion & ongdng assislanca, i, any,

liable for rejectiotvcgncellation.
2)l solemnly ionfirm that assistance, if received from Koshika Foundation, willbe used only for the'purpose'. as stated in this Form, tot whkh such assistanc€

was requesled by me
Sfif,e,iUy 

"onnr. 
tt"t I have not & will not in future, avail of reimbursement. in part or in full, ftom any other source/employer/insurance compsny, of the amount

for which thrs assistance rs requested
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T GREEME by APPLICANT ( flo 6rR)

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

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

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

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundation b€fore or after my treatment or fulfilment of the 'purpos€'

for which assislance is being requested.

2) I (Applicant) fudher agree that any such use of my name, address, photo & details of lhe 'purpose', for which such assistancl is rsquqsted/granted,

l.ritt not automiticatty eniiue me for receiving or continuing the said assistanca. The decision for granting and/or continuing the assislance will re3t 8olgly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptabl€ to ma.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
i) tnit wi nenner are presentty nor will in future avail of llnancial assistance from another NGO or any other source, for the same pstient/cass, as wa arc
r;questing to get from Koshiki Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lflhe requested assistanco is not granted

by Koshik; Fo-undation, in part or in full, then the Hospital reserves it s right to make up the shortfall from another NGO or ary other sourc6. This

;nfirmation essentially st,tos that the Hospital will not avail any duplicate assistance for the sam€ patienvcase from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/clnducted by the Ho€pital on lhe
p;tient, is based on the anangement between the patient & the Hospital, and is in no way inlluenced by Koshika Foundalion. Henc€, the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, 8nd Koshika Foundation will have no role o. rosponsibility

in lhe matter.
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