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DECLARATIOT{ by APPUCANT: odqr gm dmr v:
1) I horeby confrrm thSl all d€tails in this Form are T.ue to the best ot my know|edge. Any fals€ statement wlll render my Appllcauon & ongoing asslstance, if any,

liablo for rojoctiodcancellatioo.
2) I SOlemnly bnfrm ttrat assistance, if rsceived fom Koshika Foundation, will b€ used only for the 'purpose', as stated in thls Fo.m. for which suc-h assistanc€

was requ€sted by rne.
iiif,i,iti*nnrin tr"t I have not & ,,ri[ not in tuture, avail ol reimbursement, in patt or in full, hom any other source/employer/insuranca compan, ol he arnount

for which this assistance is requested.
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1) By afilxing my signature or thumb impression on this Form, I

use,lpublish/pulup/reproduce my name, address, photo & detail

medium, including but not limited to verbal, prlnt, electronic' for

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

for which assistance is being requested.

2) I (Appticant) ludher agreJ Ulat any such use ol my name, address. photo & d€tails of tho 'purpos€'. lor whlch such assistance is requested/granted,

witt noi automaticatty eniite me for receiving or continuing the said assistance. The decision lor granting and/or continuing th€ assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and acceplable to me.
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By affixing hereunder, signature of our Authorised Signatory lor recommending lhis case/patient for financial assistanco from Koshika Foundation, we

(Hospital) hereby af,irm & accept following:
ir ii,t *" 

"eitrer 
are ores€n v nor will inluture svait of financial assistance hom another NGO or sny other sourcs, lor the same patienucase, as we are

,il;; ,s i;;"i;;'ioirriri rounuarion, to ttre extent that such assistrance is granted by Koshika Foundation. lf lhe requEsted assistrance is not grantad

Uvlioinif-a fo-unOation, in Dart or in fu[. then the Hospital reservos it's right to m,ke up the shortfall from another NGO or any other source Thls

J"f,-"ti"" 
"ir""ti"rfi 

stjtes that the Hospital will n;t avail any duplicaie assistance for lhe same patienucas€ fiom any other NGO or any other source'

iiin" ir"i"t"n"" f.oi Koshika Foundatio; is onty flnsncial in ;ature. The choice of the treatmenuprocedure advised/conducted by the Hospilal on the

Datient, is bassd on fhe aranqement betwoen thipatient & th6 Hospital. ahd ir in no rvay lniuencad by KoEhlka Foundation. H€ncs, lhe HGpitalt{ill
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ttr" t,"a1ment & it's ourcome & safoty of th6 patiBnt, snd Koshika Foundation will have no rolo or rcsponsibilitv

in lhe matter
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of the 'purpose", for which such assistanc€ is rsquested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about lfs
rnade bt Koshika Foundation b€fore or after my treatment or fumlment of the 'purpose'
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