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DECLARATTOil by APPLICAI{T: qrkd Em *q![ qd:

l ) I hereby confirm that all details in this Form are True to the best o, my knowledge. Any falss stalemenl will rsnder my Application & ongoing asslstanca, it any,

liable for reiectiodcancellation
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3) I hereby conlirm that I have not E will not in future, availof reimbursement, in part or in full, from any other source/omployer/insurance company, ot fle amount

for which this assistance is requested
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1) By affixing my signature or thumb impression on this Form' I

use/publish/put-upheproduce my name, address. photo & detai

medium, including but nol limited to verbal. print, electronic, for

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

iApplicant) hereby agree & aulhorise Koshika Foundatjon and il's Trustees to

ls oithe 'purpose', for which such assistance is requested/granted' through any
'soticiting'oonations 

tor Koshika Foundation and/or disseminating information about it's

."j" u! xo"rrixa forndalion before or after my treatment or fullllmont of the'purpo3e'

for which assistance is being roquested

2) I (Appticant) further agrge that any such use of my name. address. photo & details of the 'purpose". for which such assistance is requestod/grant€d'

wi1 not automaticatty entitte me for receivini-oi Litinuing it" 
"rio ""iistance. 

The decision for granting and/or continulng th€ assistanca will rest solely

witn tte Trustees ot'xoshika Foundation, a;d their docision is this regard will be final and acc€ptabla to me'
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By affixrng hereunder, signature of our Authorised Signatory for recommending lhis case/patient for financial assistiance from Koshika Foundation' we

(Hospital) hereby affirm & accept following

1) that we neilher are presently nor will in luture avail of financia I assistance from anolher NGO or any other source, for the same pationt/case, as we are

requesting to get from Koshika Fcundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation. in Part or in lull, then the Hospita I reserves it's right to make up the shortfa ll hom another NGO or any other source. This

contirmation essontially states that tho Hospitalwill not avail any duplicate assislance for the same patie nucaso from any othEr NGO or any othgr source

2) The assistance from Koshika Foundation is only financial in nalure The choice of the treatmenuproc€dure advised/corducted bY the Hospital on the

Patient, is based on the arangeme nt between the Patient & the HosPital, and is in no way inf,uencod by Koshika Foundation. Hence . the Hospital will

assum e sole & comPlete responsibi lity of the trsatment & it's outcome & safety oI the Patient. and Koshika Found ation will have no rolo or rssponsibility

in the matter.
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