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OECLARATIo by APPUGANI: rili<tr Em qiqqr qr:

1) I hereby conlirm that all details in his Fom are True to the best of my knowledge. Any lalse statement will render my Applicalion & ongol.g asslstance, if any,

liabls for rejection/cancallation
Zf i*ir""lv-i"*- fr"i issistanc,e, if received from Koshika Foundation, rvill be us€d only for fie 'purpos€', as stated in lhis Form. for which suct assistance

was requested by m€.
iiit 
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U"t I have not & will not in futurs, avail of r6imbu6ement, in part or in tull, from any oth€r sourca,/smploygr/insu6nce comp€ny, ot tls amornt

for which this assistanc€ is requesled.
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1) By amxing my signature or thumb impression on this Form, I

use/Dublish/put-up/reproduce my name, addrgss. photo & detail

medium, including but not limited lo verbal, print. slectronic' for

activities/achievem€nts. Such use ol my photo & details can be

(Applicanl) he.eby ag.ee & authorise Koshika Foundation and ifs Truste€s to

s of the 'purpose". for which such assistance is requgsted/granted, through any

soliciting donations lor Koshika Foundation and/or disseminating inlormation about it's

made b; Koshika Foundation betore or after my treat nent or fumlment ol the 'purpose'

for which assistance is being requested.

2) I (Applicant) furthor agree that any such use of my name, address, photo & del,alls of th€ 'purposs', lor which such assistance is requested/grant€d,

wi noi automaticatty enii{e me for receiving or continuing the said assistancs. The dgcision for granting and/or continuinE the assistance will rest solely

with the Trustees of Koshika Foundation, and thgir decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of our Autho,ised Signatory for reclmmending this case/patient for fi.ancial assistrancs lrom Koshika Foundation' we

(Hospitalthereby afirm & accept lollowing:
that we neither are p.esontly nor wlll ln luture avail ol financial assislance from another NGO or any othg, sourcs. for th€ same patienucase, as we are

1)

request ing to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundatiorl lf the requested assistance is not granted

by Koshika Foundation, in part or in flll. then lhe Hospital reserves il s right to make up the shortfall from anothsr NGO or any other source. This

confirmation essentially states that the Hospital wil I nol avail any duplicate assistance for the samo patienucast, from any other NGO or any other source

2) The assistance from Koshika Foundation is only
patient, is based on th€ snangemsnt b€tween tho

financial in nature. The ctoice of the treatment/procsdure advised/cond ucted by the Hospital on the

pationt & the Hospital. and is in no way inf,usnced by Koshlka Foundation Hsnce, the Hospital will

assume sole & complete responsibility of tho keatm€nt & it s outcome & salety of the patlBnt, and Koshiko Foundation will havE no role or responsibility

in the maner.
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