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DECLARAnOI by APPLICA T eril6 A( *qtn Yd:

1) I hereby confirm lhat all detalls in this Form are True to the best of my knowiedge. Any hls€ statement will render my Application & ongoing assistane, if any,

liable for rejection/cancallation.
2) I solemnly confirm lhat assistan@, if receiv€d from Koshika Foundation, will be used only for the "purpose', as stated in this Fotm. for which suct assistanca

was requested bY m3.
iiitr",irty a-ti- ttrrt I have not E will not in future, avail of reimbuEement, in part or in full. from any other source/employer/insurance company, of the amount

for which this assistance is requested.
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By affixing hereunder, signature of our Authorised Signatory lor recommending this case/patient for financial assistance from Koshika Foundation we

(Hosprtal) hereby atfirm & accepl lollowing:
ilif,If *6 n"itfr,j, ." presently nor will iniuture avail of flnancial assistance from another NGO or any olher sourc€, for ths same patienucase' as we are

rJquestin! to get from Xoshiki Foundation, to the extent lhal such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

U-y-io"nifi io"r"a"iion. in part or in full. then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any olher sour6. This

c6nfirmition essentiaffy sdtos that the Hospital will not avail any duplicaG assistancs Ior the same patient/case lrom any oth€r NGO or any othgr source.

i; The assistance from Koshika Foundation is only financial in ;aluie. Tie choice ol the treatmenuprocedure advised/conducted by the Hospitai on the

litient, ii uaseo on fie anangement between thipatient & the Hospital, and is in no lvay influenced by Koshika foundalion. Honce, th6 Hospitalwill

iisLrme sote & comptete resp;nsibility of the troatment & il's outcome & safoty of the patient, and Koshika Foundation will have no role or rosponsibility

1) By affixing my signature or thumb impression on this Form, I iApplican0 hereby agree & authorise Koshika Foundation and it's Trustees to

use/pultisf[ut-uplieproduce my name, address, photo & details of the 'purpose", for which such alsistance is requesled/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or dissemlnating information about it's

activities/achievements. Such use of my photo & dBtails can be made by Koshika Foundation belore or after my trgatment or fullilment ol the 'purpos€'

for which assislance is being r€quosted.

2) I (Applicant) furlher ag,ee that any such us" of my name, address, photo & details of lhe 'purpose". for which such assistancs is requested/granted.

witt noi autornaticatty entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the aEsistanca will rast solgly

with the Trustees of Koshika Foundation, and their decision is this ragard will be finsl and acceptable to me.
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