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DECLARATTOT{ by APPLICAI{T: rAriG; A{ s}cqr v{:
,l) I hereby confim S|aI all details in his Form are True to the best of my knowledge. Any false stalement will rend€r my Application & ongolhg assbiancs. lf any,

liable for rejection/cancellation.
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"oistance, 

ir,eceired lrom Koshika Foundation, will be us€d only for the'purPose". as stat6d in this Form. for whldr such assistence

was requested by me.
jiirrJrli}, i-"-"n,i" tria I have not & wi not in future, avail of reimbuGement, in part or in full, from any other source/employer/insurance company, o[ the a
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1) By affi)(ing my signature or thumb impression on this Form' I

use/publish/put-up/reproduce my name, address, photo & detail

medilm, including bul nol limited to verbal, print electronic, for

actavities/achievements. Such use of my photo & details can be

iApplicant) hereby agree & authorise Koshika Foundation and it's Trustges to

j of the "purpose", for which such assistance is requested/granted' through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made b; Koshika Foundation before or afler my trsatment or lulfilment of thE 'purpose'

for which assistance is being requosted.

2) I (Appticant) further agree thal any such use of my name, address, photo & defails of the 'purpose', for which such agsislance is r€quested/grantod'

wilt not automaticaily entifle me for receivint or cont'inuing the said assistance. The decision for granting and/or continuing the assistancs wlll regt sotsly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me'
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By afiixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' wo

(Hospital) hereby affirm & accept following
1)that we neither are presently nor will in future avail of financial assistance from anolher NGO or any other source, for the same patienvcase, as w€ are

lf the requested assistance is not granted
requesting to get from Koshika Foundation , to the extent that such assistance

r NGO or any other source. This
by Koshika Foundation, in Pa n or in fuil, then th€ Hospital reservos it's right to

conf irmation essentiallY states that tho Hospita I will not avail any duplicate a$istanco for the same patienvcase from any other NGO or any other source

2l The assistance from Koshika Foundation is only linancial in nature. The choic€ ofthe treatmenuprocedure advised/conducted by the Hospital on lhe

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

assu me sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or resgonsibility

is granted by Koshika Foundation.
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