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DECLARATION by APPLICANT: rlr+rfi ,m siror vrl

1) , hereby confirm lhat all detaiis rn thrs Form are True t0lhe besl ol my knowledge. Any false stalemonl wrll render myApplrcauon E ongoihg assislance. if any,

liable lor rejection/cancellatton.

2) I sotEmnly ;nirm thal assistance, if rsc€ived from Koshika FoundatEn will b€ used only for lhe "purpos8'. as stated in this Form. for which such assislanca

w8s requested by me.

iiif,s,iUy connim tfraf I hav6 not & wi not in tuture, avail of reimbursemonl, an pari or in full, from any othsr source/smployer/insursncs company' of the amount

for which lhi8 assistance i8 rsqugstod.
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1) By afiixing my signature or thumb imp.ession on this Form, I (Applicant) hsroby agree & authorise Koshika Foundation 8nd it s Trusto€s to

ug€/publist put-up/reproduce my name, address, photo & details gf the 'purposg", tor whict such assistance is requested/granled, lhrough any

modium, including bul not llmitsd to vsrbal. print. elgctronic, tor sgliciting donalions for Koshlka Foundatlon and/or disseminatlng informatlon aboul it's

actavities/achievements. Such use of my pholo & delails can be made by Koshika Foundation before o, after my treatment or fulfilment ol th6'purpose'

lor which assislance is b6ing r6quest€d

2) I (Apptrcant) furlh6r agree thal any such use of my name. address. photo & delails ol lh6 'purpose . lor which such assistancB is roquested/grantsd.

wi[ not automatica y enti e me for receiving or continurng the said assrslance The dBcision for granting and/or continuing lh€ assistanc€ will rgsl solely

with the Trust€€s ol Koshrha Foundalron. and ther. decrsron is thrs regard will bg linal and acceptablg to me
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By alfixing hereund€r, signsturg of ourAulhorised Signatory for recpmmending this case/patient for llnancial assislance from Koshika Foundataon, w€
(Hospital) heroby affirm E accopl followrng:

1) that we neither are pr€sently nor wrll in futu.a avail of financial assigtsnce from anothBr NGO or any othgr source, tor the samo p€ti€nUcaa€, as ws are

requostrng lo get lrom Koshika Foundation. to the exlent thgl such assislance is granted by Koshaks Foundation. ll the rgquested assistance is not granted

by Koshika Foundation, in part or in lull. then lhe Hospital reserves rl's rghl lo mako up the sho all lrom anolher NGO or any other source. This

confirmatlon ossentially states that the Hosprlal will not avail any duplicate assislance tor lhe same pattsnt/case from any other NGO or any olhgr source

2) The assrstance lrom Koshrka Foundalron rs only financral in nature The chorce ol the lreaimenuprocedure advlsed/conducled by th€ Hospital on lhe

patient, is based on the arlangemonl between lhe pahent & lhe Hosprtal, and rs in no way influenced by Koshika Foundatign. Hence, the Hospltal will

8ssum€ sole & complele rssp6nsibility gl ths treatmont & ll's outcome & salety ol lhe paliont, 8nd Koshiks Foundation will havg no role or rBgponslbilily

in the matter.
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