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DECLARAnOI by APPLICAI{T: flt<6 ET qiqq Yx:

1) I hereby confirm that an details in this Form are True to the best of my knoirtedg€. Any hlse statement will render my Applic€tion & oflgolng assistiance' lf any'

liabls for rsiection/canc€llation.
2) I solornnly conftm th6t aslistanc6. il received lrom Koshika FouMation, will be us€d only fo{ the 'pu'poso" as stated in this Fonn for which sudl assistance

meuested lhebyreq olcompanvrce/emsorlothern from ployer/insuranceor anyre ment,mbursoavail of partwil not fulurehave nolthalconllrm3 hereby
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1) By afilxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

use/publish/put-up/reproduce my name, address, photo & details of the'purpose', for wh ich such assislance is requested/granted, through any

medium, including but not limited lo verbal, print, elecfonic, for soliciting donations for Kosh ika Foundation and/or disseminating information about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation belore or atter my treatment or fumlment of the 'purpose'

for which assistance is being requested.

2) l (Applicani) furthel agree thal any such Use of my name, address. photo & delails of the .purpose'. ,or whl(,r such assistance is requested/granted,

wi not automatlcally entigo me for recelvrng or continuing th€ said assistance The dacision ior granling and/or conlinuing thg assistan6 will rgst solely

with lhe Trusteos of'Koshika Foundation, a;d their decision is this r€gard will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory fof recommending this case/patient torfinancial assistance lrom Koshika Foundation' w€

(Hospital) hereby affirm & accept lollowingi
1) that we neither are presenty nor will in future ava il ol flnancial assistance from another NGO or any other sourc€.lor the same Patienucase. as we are

requesling to get from Koshika Foundalion, to the extent that such assistance is granted bY Koshika Foundatio n. lf the requested assistance is not granted

by Koshika Foundation in Parl or in tull, then the Hospital reserves it's dght to make uP the shortfallfrom another NGO or any other source. This

confirmation essentiallY states that th€ Hospital will not avail any dupl icaa€ assistance for the sam€ patienucass from any other NGO or any other source

2)The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuproc€du re advised/conducted by the Hospital on the

patienl, is based on th€ arrangement betwsen ths Patient & the HosP ital, and is in no way influsnced by Koshika Foundation. Henca, th€ HoBpital will

assume sole & complete resPonsibili ty of th€ trgattnent & it's outcome & safety of the Pati€n t. and Koshiko Foundation will have ho role or r€sponsibility
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