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DECLARATTON byAppLtCANT: !n+(d, ERI dsql rr:
1 ) I hsreby confrm that all details in thls Form are True to the best of my knowledge. Any false stalenent will render my Application & ongolng asslstance. if any,liable f or rejectior/canc€tlation.
2) I solemnly conlirm thal assistahce, if rec€ived from Koshika Foundation, will be us6d only for the'purpose', as stated in this Form, tor which such sssistancewas requesled by me.
3) I hereby confinn that I have not E will not in future, availof rcimburcement, in part or in full, from any other sou.ce/employer/insurance company, ot the amountfor which this assislanc€ is requesled
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1) By afiixing my signature or thumb impression
use/publish/pul-up/rep.oduce my name, addrsss
medium, including but not limiled lo verbat, print,
activities/achievements. Such use of my photo &
for which assistance is being requesled.
2) I (Applicant) fufigr agree that any such use of my name. address, photo & details ofthe'purpos€', for which such assistianc€ is requ€sl9d/grantod,
will not automatically entitle me for receiving or continuing the said assistanc€. The decision for grsnting and/or continuing lh€ assistrance will rest solely
with the Trustees ol Koshika Foundation, and their decasion is this regard will b€ finaland acc8ptable to m€.
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ur Aulhorised Sisnatory for recommending this case/patienl tor llnancial assistance from Koshika Foundation, we
owrng:

1) that we neither are presently nor will in future avail of linancial assistance from another NGo or any other gou.ce, fo. th6 same pationucasE, as we arerequesting lo get from Koshika Fcundation, to lhe extent that such assrslanc€ is granted_by Koshika Foundation. ff ine requiiteO issisfance is nof gianteO
by Koshika Foundation, in part or in full, then the Hospital reserves it's right b m;ke up ths shortfall hom another NGo or'any othor sourc€. This
confirmation ossenlially states that the Hospital willnot avail any duplicale assistEnce lor the s".e patienu"."e tro. 
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assume sole & complete responsibility of the treatment & it's outcome & safety ot the patignt, and Koshika Foundation wlit heve no rote or rejponsibiliry
in the matter.
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