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DECLARATIO by APPLICANT: qrt<6 ERI ricqr cr:
1) I hereby confirm lhal all delails in lhis Form are True to the best of my knowledge. Any false statement will render my Application & ongoing .ssistance, if any,

liable for rejecliory'cancellalion.
2) I solomnly contirn that assistance, if received lrom Koshika Foundatjon, will b€ usod only fo. fi6 'purpos€', as stated in this Form. for which st ch assistance

T/AS requested by me.
Siih.irbi-"fri" tta I have not & witl not in tuture, avail of reimbursement, in part o( in tull, lrom any otler source/smplor,€rlinsuranc€ company, of he a
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1) By afilxing my gignature or thumb impression on this Fom. I (Applicant) hereby agree & authorise Koshika Foundation and it's Truste€s lo

use/iubtish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistan@ ls requosted/granted, through any

meoium. inciuding oui not limited to verbal, print, otectronic, for solicitino donations for Koshika Foundation and/or dlsseminating information about ils

activities/achieve;enb. Such use ot my photo & delaits can be made by Koshika Foundation before or after my t eatrnent or lumlment olthe'purpose'

for which assislanc€ is being requested.

2) I (Applicant) furthor agree that any such use of my name, addross, pholo & details of the 'purpose', for which such assislanca is requested/granted,

wilt noi aulomaticatty enti{e m6 for receiving or conlinuing the said assistance. The decision fot granting and/or continuing the asslstance will rest solely

with he Trustees of Koshika Foundation. and their decision is this regard will be final and acceptable to mo.
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nfirmation essentially stites that tho Hospital will not avail any duplicaia assistanc€ tor the same pati6nucas€ trom any other NGO or any other sourca'

Zlme issistance from Koshika Founda&; is only financial in ;ature. The choice of the ueatmenuprocedure advised/conducted by the Hospital on the

liti",rt,-ir ur""a on ttr" arrangoment berw6€n th;pstient & the Hospital, and is in no way inltuonc€d by Ko€hlka Foundation. Hence, tho Hospitalwill
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resp;nsibility of the treatment & its outcome & s8t€ty of tha patient, and Koshika Foundation will havs no role or rospgnsibility
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By affixing hereunder, signature of ourAuthorised Signatory tor reclmmending this case/patient for financial assiEtanc€ from Koshika Foundation, we

in the matter.
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