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DECLARATION by APPLICANT: $Er*5 tm slqql qr:

1) I hereby conllrm that alldetails in thrs Forrn are True to the besl ol my knowledge. Any Ialse statemenl will r€nder my Application & ongoing assistance, if any,

liable lor reJection/cancollaton.

2) I sotemnly confirm that assistance, il receivod from Koshika Foundation, will be used gnly for th€ "purpose". as stated in this Form, for which such assistanc€

was requested b) me.

3) I he;by confirm lhat I have not & will not in future, avaal of reimbuG€ment, in pad or in full, from any other source/employer/insurance company, of the amount

for which this assistance is requested.
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qrd Emfl r

1) By afiixing my signature or thumb impression on thrs Form, I (Appliaant) hereby agree & aulhorise Koshika Foundation and it s Trustses to

use/publish/pul-upreproduce my name, address, photo & delails ol the'purpose". for whach such assislance is requested/granted, through any

medium, including but not timited to verbai, print, electronic, for soliciting donations Ior Koshika Foundation and/or disseminating information about it's

activities/achievements Such use ol my photo & details can be made by Koshika Foundation berore or after my treatment or fulfilment of the'purpose'

for which assistance is berng requesled

2) I (Apptrcant)turther agree that any such use of my name address, pholo & details o[ the "purpose . fol which such assistanc€ is requesled/granted,

will not automalically entille me lor recerving or conlinulng the said assrstance The decision lor grantng and/or continuing the assislanca will resl solely

with the Trustees ol Koshika Foundalron, and lherr deqsion is lhrs tegard will be final 8nd acceptable to m€
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By affixing hereunder, signature ot our Authorised Signatory for recommending thas caso/palient lor financaal assistance fram Koshika Foundation. lve

(Hosprtal)hereby atf'rm & accepl lollowrng:

t 1 tnat wi nerttir are presen(y nor wrll inlulure avail of financial assistance from anoth€r NGO or any other source, Io. the same pali€nt/case, as we are

r;quesling to get from Koshik; Foundation, to the extent lhat such assistance is granted by Koshika Foundatron. lf the requested assistance is not granted

Uykosnif"a fo-unOafion, ln parl or in tull. then the Hosp lal reserves rl s nght lo make up the shortlall frorn another NGO or any other source. This

c;nfirmatron essenlially st;tes lhal lhe Hosprtal wrl nol avail any duplicale assistance for the same patienucase from any olher NGO or any olher sourc€.

iy Tne assistance from Kosh ka Foundatron rs only frnanclat in ;ature. The choice ol the lreatmenUprocedure advised/conducled by the Hospital on the

oaltent,ls based on the arrangement between thepalrenl & lhe Hosprtal, and is in no way nfluenced by Koshika Foundation. Flence the Hospitalwill

;;;;;; ;"]; t;;pi"ie reip"onsibir'ty ot ttre treatment A it s outcome & safety ol tho palient, and Koshika Foundation will have no role or responsibility

in the matter.
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