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DECLARAnO by APPLICA T: qra(6 Em QqqI rr{:

1) I hereby confirm that all details in this Form are True to the best of my knowlgdg€. Any false statemenl will render my Application & ongoing Essiglanc€. if any,

liable for reiectiorrcancellation.
Zl iiotemnfy Lnnrm frat issistancs, if received lrom Koshika Foundation, willbe used only for the'purpose', as stat€d in this Form. br which suct asslstanc€

was requested by me.
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tn"t f have not & will not in future, avail gf reimbursement, in part or in full, ftom any olher source/employer/insurance company, oI the amount

for which ihrs assislance is requesled.
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1) By affixing my signature or thumb impression on lhis Form, I iApplicant) hereby agree & authorise Koshika Foundalion and it's Trustoes to

uselpublistrtiut-uptreproduce my name, address. photo & detalls of the 'purpose', for 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 inlormation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Fouhdation bstore or afler lhy trcatm€nt or fulfilment o, the 'purpos€'

for which assislance is being requested.

2) I (Applicant) fudher agreJ that any such use of my name, address, photo & details of the 'purpose', for ',vhich suci assistanca is rsquested/grantgd.

witt noi automaticatty enii{e me for receiving or continuing the said assistance. Th6 decision for granting snd/or continuing the assistanca lvill rEst sololy

with the Trust6es of Koshika Foundation, and their decision is this regard will be linal and acceptable to me.
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By affi)(ing hereu nder, signature of our Authorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation, $'e

(Hospital) hereby afflrm & accept following
1) that we neither are presently nor will in luture avail of financial assistance lrom another NGO or 8ny other source, for lhe samE patient/cas€, as w6 arc

requesling to get fiom Koshika Foundation, to the extent that such assistance is granted by Koshika Foun dation. lf the requesled assistance is not granted

by Koshika Foundation, in Pa rt or in full. then the Hospital roserves it's right to make up the shortfall from another NGO or any other source This

confi rmation essentiallY states that th€ Hospital will not avail any duPlicato ass istance for the same patient/case trom any other NGo or any other source

The assistance from Koshika Foundalion is only financial in nature. The cho ice ol the treatmenuprocedure advised/conducted by the Hospitial on th€

patient. is based on the arrangement between the patient & th€ Hospital, and is in no way influenced bY Koshika Foundation. Hence. the Hospilal will

ASSU me sole & complete responsibility of the treatmenl & it's outcome & satsty ot the patient. 8nd Koshika Found ation will have no role or responsibility
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