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DECLARATIOil by APPLtcaNt qri(6 !ru qicqr vr:

1) I hereby mnlirm that all delajls in this Form are True to lhe besl of my knowledge. Any false slalement will render my Application & ongoing assislanco, if any,

liable for rcjection/cancellation.

2) lsolemnly conlirm that assistance. if received from Koshika Foundation, willbe used only lor the "purpose', as stated in this Form, for wiich such assislanco

was requested by me.

3) I hereby confirm that I have not & will not in fulure, availof reimbuEement. in part or in full, from any other sourcs/employer/insurance company. of th€ amounl

for which this assistance is requested.
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1) By atlixing my signature or thumb impression on this Form. I (Applicanl) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/publish/puhlp/reproduce my name, address. photo E details of the 'purpose', for which such assistance is roquested/granted, through any

medium. including but not limited to verbal, print, electronic, for soliciting donations tor Koshika Foundation and/o, disseminating information about it's

aclivities/achievements. Such use of my photo & details can be made by Koshika Foundation before or afler my treatment or lulfilment of the 'purpose'

for which assistance is being requested.

2) I (Apptrcant) further agree lhat any such use of my name, addrass. photo & details of the 'pu.pose', for which such assistance is requested./granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will resl solely

with the Trustees ol Koshika Folndation, and their decision is this reg9rd will b€ tinal and accaptabl€ to mg.

l) g( cri c( rrcl 6mwr qr d,ri c1 etc d,rrr{, { (icr+€) qrn srqfr d $z orm (qc'6f{6I srd*m at{ Es+ qt$cl 'of afrq< rrn {fc fu m,

m, $rd qt( qi t+q{q r€ vrr { qlfin t, Et "dfrH" g1<rS, <n, qrev<r I€i 3*vq t 5s1 nfrfrM etl scEH + firi frd S ]r.qR l{Iqq

{ Tsrhn 6ri + fdq qfir{n ti vrr 6r fqflq it rarq * crd cI m i E{i * idq'aiftrfl srrg€'{'c qfi qffr{d tr

2) d ( iir+G) Er cn n errr {ft tu ltq, r , qta et( frsrvl ql fr xufir d B(M i ltflh t Xt x$: suTir rfi BrlR id rlrar $ a{s il

"AftEr' qq E€d arM 6l frotq lsfdq qh ql!.r6r0 ti'nt

By af{ixing hereunder, signature of ourAuthoriscd Signalory for recommending lhis case/patienl for financial assislance trom Koshika Foundation. we

(Hospita,lhereby atlrm & accept following:
1) that we neither are presenlly nor will in future avail ol llnancial assistancE lrom anothsr NGO or any oth6r source. for the same patienucase, as w€ arc
requesting to get lrom Koshita Foundation. to the exlonl that such assistance is grantEd by Koshika Foundation. lf the .equested assistance is not granted

by Koshika Foundation, in part or in tull, then the Hospital resorves its right to makE up the shortfalltrom anolher NGO or any other sou.ce. Thls

cufirmation essentially states that the Hospital will not avail any duplicate asslstancs for the same patienucase from any other NGO or any olher source.

2) The assistance from Koshika Foundalion is only financial in nature. Th€ choic€ ot the treatrnent/procedure advised/conducted by Ihe Hospital on the

patient, is bas€d on the anangement between the patient & the Hospital, and is in no way inlluencsd by Koshila Foundation. H€nc€, the Hospitalwill

assume sole & complete responsibility of the treatment & it's outcome & safety ot lhe patient, and Koshika Foundation will have no role or rssponsibility

in the matter.
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