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OECLARATION by APPLICANT: i{r4(6 Em qicq qr:

1) I hereby confirm thal all delails in lhrs Form are True to lhe best o, my knowledge. Any lalse slatomenl will render myAppircalion & ongoing assistance, ifany,

llable for rejection/cancellatron.

2) I solemnly confkm that assislance. if received lrom Koshrka Foundation, will be us€d only lor tho "purpose'. as stated in this Form, Ior which such assistanc€

was requested by me.

3) I hereby confi.m that I have not & will not in fulure, avail of reimbursoment, in part or in full, from any other source/employor/insurance company, ot th€ amount

for which this assistance is requested.
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SIGNATURE of TRUSTEE 1
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1) By affixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Truslees to

use/pubtish/pul-up/reproduce my name, address, photo & details of the'purpose", ,or which such assistance is requested/granled, through any

medium, including but not limited to verbal, print, electronic, for soliclling donations for Koshika Foundatlon and/or disseminating information about it's

activities/achievemenls Such use ot my pholo & details can be made by Koshika Foundation before or atter my treatment or fulfilment ol the 'purpose'

lor whrch assistance is being requested

2) I (Appticant)further ag.ee lhat any such Lrse o{ my name address photg & details ol the pu.pose ,lor which such assistanca is requ€sted/g.anted,

will nol automatica y entitle me lor receiving or continurng the said assrstance. The decision for granting and/or continuing the assislance will rest solely

wilh the Trusl€es of Koshrka Foundatron. and lherr decrsron is thls regard will be flnal and acceplabl€ to me
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By affixang hereunder, signature ol our Authorised Signatory lor recommending this case/patient lor financial assislance ftom Koshika Fgundation, we

(Hospital) hereby affrrm & accept lollowrng

i; ttral we nerther are presen y nor wi inlulure avail of financial assistance from anolher NGO or any other sourc€, for the same patienvcasg, as w€ are

r;questing to get from Koshik; Foundation. to the extenl lhal such assislance is granted by Koshika Foundation ll the requested assistance is not gGnted

by Koshik-a Fo-undation, in part or in full, then the Hosprtal reserves il s nght to make up lhe shonlall from another NGO or any other source. This

confirrnation essentialty st;tes that the Hosprlal wrll not avail any duplcale assistance for lhe same patienucase from any other NGO or any olher source

2) The assistance lrom Koshrka Foundatron rs only f nancial rn nalure The choice of the lreatme0Uprocedure advised/conducled by the Hospital on th€

p;ttent. is based on the afiangement between the, patienl & the Hosp(al, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

li"rme ioi" a 
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resp;nsibitity of the treatment & it s outcomo & salety ol lh€ palient, and Koshika Foundalion will have no role or responsibility

in the matte.
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