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DECLARATTOI{ byAPPLtCAlr E[i!F Em dcw rr:
1) I hereby confirm that all details in this Form are True to the best o, my knowledg€- Any false statement will render my Application & ongolng asslstanc!, if any,

liable for rejectiorvcancellation.
2) I solemnly clnfrm that assistance, il rec€ived Irom Koshika Foundation, will be used only lor the 'purpose', as stated in this Fonfi, tor which such assistance

was requested by me.

3)l hereby confirm that I have not & will not in future, availof reimbursement, in part or in full, ftom any other source/employer/insurance @mpany, of the amount

for which this assislance is requested
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

lse/publish/pufupkeproduce my name, address, photo & details of the 'purpose", for willch such assistance is requgsted/granted, through any

medium, including but not limited to verbat, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundation before or afler my keatment or fulfilment oI the 'purpos€'

for rvhich assistance is being rsquested.

2) I (Applicant) further agreethat any such use of my name. address, photo & details of the'purpose', for which such assisiance is rEquested/gr€nted,

wi noi automatically entile me for receiving or continuing the said assistance. The decision lor granting and/or continuing thg assistsnc€ will r6$t solely

wilh the Trustees of Koshika Foundation, and their d€cision is this regard will be final and acteptable to me.

l) I{ rq7 c{ iqcl f,Rr6( cr.i,r} ft1sc qrm{, { (!Er+q*) qrn <rqnr d ge TrdI tG "6iR'6I Eldhn qt{ ae* <Ttr " ti oftq 6,m {fr {c an,

qn, std qk d f€{or ts yrr I qlfr< l, ad 'elRr+r" qq qrd, <lr, qlqvqr fd r(+rq d gsf ffifrfqql !f,t{ Bc€E{qI + ftrn ftd { ver qqq

t y$ft 6{i + idq qtut? tr it vqr cl frqrq it vatc d qrd cI qG i t,d + fdq'TiftIfi $reikr" c qr€l eFrq'd tr

2) I (!sr+{6) wqn t wqa tf* tn rc, qfl, Eta dR t*d€r qi f6 ttrfl * B(trd t rtid t 5A rai: {!Ei[ trl F[<R id v{r ltn {iq {
'+tfrmr" qq ar$ <firdf 6r fl.iq qfdq utr <q66 6*,

,

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, lve

(Hospital) hereby atfirm E accepl following:
i) inlt *e neitf,e, a,e presently nor will in-future avail of financial assistance from anolher NGO o. any other source, for the same palienucase. as we are

rdquestinl to get from'Xoshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistiance is not granted

Uy ioifrif.i fo"unOufion, In part or in full, then the Hospital res€rves it's right to mako up the shortfall from anothor NGO or any oth€r sourc€. This

c6nfiimation essentiatty st;tes that lhe Hospital will not avail any duplica[o assistanc€ for the samo patignt/case from any olher NGO or any olhor source.

i; ttre assistance trom Koshika Foundalio; is only financial in nature. The choice of the treatmenuprocedure advised/conduct€d by the Hospital on the

p;tie;t, is based on the arrangement betwoen the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hence. the Hospital will

iisr-rme sote & complete resp;nsibility of the trealment & il's outcom€ & satety ofth6 patient, and Koshika Foundation will havo no role or responsibilily

in the ma(er.
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