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OECLARATIOII by APPLICA T: qI*<6 !m sis![ ci:
1) I hereby oonfirm hat all details in this Fonn are True to the besl of my knowledge. Any false statement will render my Applhstion & ongoing asslstance. f any. 
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liabls lor rsjoction/cancellation. I

2) I solEmnry;onfirn that assislanca, if received lrom Koshika Foundation, will be used only for the 'purposo', as stoted in thb Fom. for which guci assBt nce

was fequested by me.
3) I hgreby confum u1at I have nol & wa not in future, avait of reimbursement, in part or in tull, hom any other sourc€/employer/insuranco company. of th€ amount

for which thls assistanca is requested.
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By affxing hereunde( signature of ourAuthorised Signatory for reclmmending this case/patient for financial assistance frcm Koshika Foundatbn, vr€

(Hospital) hereby aflirm & accept following:
ilttrit we neithir are presentlynor will in future avsil ol financial assistance lrom anolh€r NGO or any othar sourc€. fgr the samg patienucase, as w€ are

;questing to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requ€sted assistrsnca is not granted

bykoshlk; F;undation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any olher source. This

c;nfirmation gssGntlally stat€s that th6 Hospital will not avail any duplicate assbtanca for the s6m€ pationt/c8g8 from any other NGO or any othor sourc€.

2) The assistance from Kgshika Foundation is only financial in nature. The choice of the featmenvproced!re advised/conducted by the HospitBl on the
pltient, ls based on the anangsm8nt betwoon the patlent & the Hospitat, and is ln no way inlluoncod by Koshlka Foundallon. Honco, th€ Holpitalwlll
assume sole & complete rgsp;nsibility ofthe treatrnent & il's outcomo & ssfety oftho patient, 9nd Koshlka Foundation will havo no.ol€ or rsspongibllity

in the matter.

1) By afiixing my.signature or thumb impression on this Form, I (Applicant) hereby agrce & aulhoriso Koshlka Foundation and it's Truste€s to

use/publish/put-upkeproduce my name, address. photo E details of the 'purOose', for which such asslslanca is roquested./grantgd, throwh any

medium, inciuding but not llmited to vsrbal, print, etectronic, tor soliciting donatlons for Koshlka Foundatlon and/ol dlEsemlngtlng lnlonnadon ebout ll8

aclivitiedachieve;enb. Such use ot my photo & details can be made by Koshika Foundation belore or atler my traatment o. fulfilm€nl ofthe'purpose'

for which asslstance is being raquestod.

2) I (Applicant) further agree that any such uso of my name, address, photo & delails ol tho 'purpose', lor whlci such asslstance 18 roqu8led/gr8nlod,

witt noi automatically eniitte me for receiving or continuing the said assistance. The decision for glanting and/or contlnulnE the a$lstance wlll rest solely

vrllh the Trusteos ol Koshika Foundation, and th€h decision is this regard will be final and acceplable to ma.
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