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DECIARAnO by APPLIC NT: qr+({',Em dcqr Cr:

1) I hereby confirn that all details in this Form are True to the best of my knowledge. Any talse stalement will rend€r my Application & ongoing assistanc€. lf any,

liable for rejectiorrcancellaton.
zt ilole.nfv-;nnr- tfrat assistance, if received lrom Koshik8 Foundation, will be used only for the "purpose", as stated in thls Form. for whicil such assistance

was requested bY me
3) I hereby conlirrn tha t I have not & wi not in luture, avail of reimbursement, in part or in full, from any other source/employer/insurance @mpany, of the amount

for which lhrs assistance rs requested
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,,GREEiTENT by APPLICANT ( Er( 6rR)

1) By aftixing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name, address, photo & dctail

medium, including but not limited to verbal, print, electronic, for

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

iApplicant) hereby agree & authorise Koshika Foundation and ii's Trustees to

i ol the 'purpose", for which such assistance is requested/granted, through any

soliciling donations for Koshika Foundation and/o. disseminaling information about its

made b, Koshika Foundation before or after my treatment or fulfilment of the'purpose"

for which assistance is being requested.

2) I (Ap;licanD further agreJthat any s,-rch use of my name, address, pholo & delails of the'purpose', for which such assistance is requested/granled'

wi1 noiautomaticaly enttle me for receiving o. cont;nuing the said assistance. The decision for granting and/or continuing the assistanco will rest solely

with the Trustees of Koshika Foundation. and their docision js this regard will be fin€i and accaptable to me
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8y aflixing hereunder, signatu re of our Authorised signatory tor recommending thas case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accePt following
1) lhat we neither are Presently no r will in futil re avail of financial assistance from another NGO or any other source, for the same patieni/case, as we are

requesting to get from Koshika Foundation, to the extent thal such assislance is granted by Koshika Foundation. lf lhe requested assistance is not granted

by Koshika Foundation. in part or in full, then the Hospital reservos it's right to m,ke up the shortlall from another NGO or any other source. This

confirmation essentially states that the Hospita lwill not avail any duPlicate assistance for the same patient/case from any other NGO or any other source

2) The assrslance fiom Koshrka Foundation is only financial in nature. The choic,e of the treatmenuprocedure advrsed/conducted by the Hospital on the

patient, is based on the arrangement between the patient & the Hospital. and is in no way influenced bY Koshika Foundation. H€nce. the Hospitalwill

ass ume sole & comolete responsibility of the treatment & il's outcome & safety of the patient and Koshika Foundalion will have no role or responsibility

in the matler.
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