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DECL nATDaI by aPPLICANT: qlt<6 m dqql Yr:

1) I hereby Confrm that all details in this Form are True to the best of my knowledge. Any talse statement will render my Application & ongoing assistance, il any,

liable for rojsctiodcancellatjon.
a i-riii.liry [itn-r" tr"iissistance. if received lrom Koshika Foundation, will bs us€d only for t!€ 'purpos€', as staled in this Form. for which such assistance

was requested by me.
jiiiJi"-ov-il"n,i i t a I have not & will not in future, avait of roimbursement. in parl or in tull, from any oth€r sourca/€mplo)€rlinsuraoca company. ol the amount

for wlrich this assistance is requested.
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1) By afrixing my signature or thumb impression on $is Form, I

use/publish/put-up/reproduce my name, address, photo & detai

medium, including but not limited to verbal, print, electtonic, for

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

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

ls of lhe'purpose', for rvhich such assistance is rsquested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating Information about it's

made bi Koshika Foundation belore or after my treatment or futlilment of the 'purpose'

for which assistance is being requested.

2) I (Appticant) further agree that any such use of my n8me, add.eSs, pholo & detslls ol tho 'prrrpos€", lor which such assistance is requgsted/granted,
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me tor recaivint oi continuing ttre said assistance. The declsion lor granling and/or continuing the assistanca v'ill rest solely

withtheTrusteosofKoshikaFoundation,andtheirdocisionisthisregardwillbelinalandacc€ptabletolhe'
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By afllxing hereunder, signature of our Authoris€d Signatory for recommending this case/patient for financial assistance from Koshika Folndation' we

(Hospital) hereby affrm & accept following:
1) that we n€ither are presently nor will in futu re avail of llnancial assislanc€ from another NGO or any other source. for th€ same pati€nucase, as we are

requesting to get from Koshika Foundalion, to the extent lhat such assistance is granted by Koshika Foundation. lf the requested assistanc€ is not granted

by Koshika Foundation . in part or in full, then the Hosplt8l reserves it'6 right to make uP the shortfall from another NGO or any other source. This

conlirmation essentiallY states that the Hospital will not ava il any duplicatB assistance for the same patienucase trom any other NGO or any othor source

The assistance from Koshika Foundation is only financia I in nature. The choice of the tteatme nUproced ure advised/conducted by the Hospital on lhe
2)
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patient. is based on the arrangemgnt between tho patisnl & th€ Hosp ital, and is in no way intlusnc€d by Koshlka Foundation. Hence, the Hospitalwill

assume sole & complete rEsponsibility of the treatment & it s oulcoms & safoty of ths patient, and Koshiks Fou ndation will have no .ole or rssponsibility
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