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DECLARATION byAPPLICANT: !fli({ EM qisql T,:
1) I hereby confirm that all details in this Form are True to the best gf my knowledge. Any talse staternent will rgnder my Appllcation & ongolng assistancs, if any,

liable for rejection/cancellation.
2) I solemnly confirm that assistance, if received trom Koshika Foundation, will be used only for the "purpose-. as stated in this Form, for whi.it such assistance

was requested by me.
3) I hereby confirm that I have nol & will not in future, availof reimbtirsement, in oan or in full, from any other sou.ce/employer/insurance company, otrle amount
forwhich lhis assistance is requesled
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By aflixing hereunder, signature of our Authorised Signatory for recommending thas case/patienl for Iinancial assistance from Koshika Foundation, we

(Hospital) hereby atfirm & accept follo',ving:
i) that we neithir are presentlynor will inluture avail of financial assislance from another NGO or any other source. for the same pationucas€, as we are

rdquesting to get kom Koshiki Fcundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Oy io"trif'u fo"rnOrtion. in part or in full, then the Hospital reserves it's right to mtke up the shortfall from another NGO or any othor sourc€. This

c6nfiimation essentially sl;tes that the Hospital will n;t avail any duplicaie asslstsnca for tho samg patienucase lrom any other NGO or any other sou.ce.

iittre issistance trom Koshaka Foundatio; is only financial in ;dure. The choice of the treatment/procedrire advised/corducted by the Hospital on the

Dattent, ts based on the afiangement between thgpatient & the Hospital. and is in no way influenctd by Koshika Foundalion, H€nce. the Hospitalwill
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resp;nsibility ol the treatmenl & it's outcome & safoty ofthe patient, and Koshika Found8tion will hav€ no role or reEponsibility

1) By amring my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundataon and it's Trustaes to

use/publish/put-up/reproduce my name, address, photo & details oftho'purpose', fo. vvhich such assistance is requBstod/granted, through any

medium. inctuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about its

activities/achievements. Such use of my photo & details can be made by Koshika Foundation bsfore or aft€r my t.aatment or fullilment of the 'purposo'

for which assistanc€ is being rdquested.
2) I (Applicant) further agree that any such use of my name. address. photo & details ol the 'purposs", for which such assistancr is requestgd/granted,

wiit not automatically entitte me for receiving or continuing the said assistance. The decision for granting and/or continuing th€ assistanc€ will rest solaly

with the Trustoes of Koshika Foundation, and thek decision is this regard will be flnal and acceptable to me.
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