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DECLARATION by APPLTCAIT r4'rk6 Em dqltl qi:

1 ) I hereby mnlirm lhal all details in this Form are True to the besl of my knowledge. Any false statement will render my Application & ongoing assistance, it any,

liable for rejecliorrcancellation.
2) I solemnly;nfirm that assistanco, if rec,eived from Koshika Foundation, wlllbe used only for the'Firpose". as statBd in this Form, tor which such a$istance

was .equested by me.

aft nereby conRrm tfrat t have not & willnol in fulure, avail of reimbursement, in part or in full, ftom any other source/employer/insuranc€ coilpany, of the amount

for which this assisiance is requesled.
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1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agtee & authorise Koshika Foundation and it's Trusleos to

use/publish/put-upheproduce my name. address, photo & details of the 'purposg", 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 information about it's

activities./achievemenls. Such use of my photo & details can be made by Koshika Foundation before or after my t.eatment or fulfilment ol ths 'purpose"

for $,hich assislance is being request€d.
2) I (Applicant) further agree that any such use of my name, address, photo & dgtails of the'purpose", for which such assistance is roquested/granted'

witt not automatically enaitb me for receiving or continuing the said assistance. The decision for granting and/or clntinuing the assistancl will rest solely

with tho Trustees of Koghika Foundation, and thsir decision is this regard will be final and acceptabl€ to ms.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance trom Koshika Foundation. we

(Hospital) hereby alfirm & accept following:
i1itit wl neitte|. are presentty nor will in-future avail of financial assistance from another NGO or any olher sourc€, for th€ sgme patienucaso, as w€ are

r;questing to get fiom Koshik; Foundation, to the extent that such assistance is granted by Koshika Eoundation. Iflhe requested assistance is not granted

Uy-iostrit'a foiunOation, in part or in full, then th6 Hospital reserves it's right to make up the shortfall from another NGO or any othor sourcr' This

i6nfiimation essentialy st;tes that the Hospital will not avail any duplicaie assist8nce lor th€ sams patienucase from any olher NGO or 8ny other source

iit e asiistancu tro|.ri Koshika Foundatio; is onty financial in ;ature. The choice ol the treatmenuprocedure advised/conducted by lhe l'lospital on the
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arrangement between th;patent & the Hospital. and is in no way infiuencod by Koshika Foundalion. Honce, the Hospitalwill

liirr" *f" a 
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resinsibility ofthe treatment & it's outcome & safety of the patient, and Koshika Foundation will have no rol€ or responsibility

in the matter.
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