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DECLARATION by APPLICANT: sird6 !m ricEn Tr:

1) I hcreby conlirm lhal all delarls rn lhrs Forar are T(re lo lhe besl o, my knowledge Any lalse slalemenl wrll render my Application E ongorng assislance ll any

Iable ror reFc[on/cancellaton

2) | solemnty contirm thal assrslance. It recerved lrom Koshrta Foundaton wrll be us€d only for the "purpose-. as stated rn thrs Form. for which such assrstance

was requested by me

3) I hereby confirm thal I have not E will not in lutura, avaal of reimbu6em6nt, rn parl or rn full, from any othsr source/employe/hsurance company, of lhe amounl

lor whrch this assistance is requssted
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1) B7 alttrng my s€nalure or thumb rfll ressron on thrs Form. I (Applicant) hereby agree & aulhorise Koshika Foundation and lls Trustees lo

use/publish/put-up/reproduce my name. address. photo & details of the'plrpose-. lor which such assaslance is requesled/granled. through any

medrum. rnctudrng bul not lrmrted lo verbal, p.tnt, electronic, for soliciting donations lor Koshika Foundation and/or disseminatjng anlormation aboul rl s

aclivtlies/achievements such use ol my pholo E delails can be made by Koshika Foundation belo.e or afler my lreatment or lulfilment ol the "purpose"

lor which assistance is being requesled

2) I (Appt,cant) further agree lhat any such use ol my name. address. pholo & delails ol the 
_purpose-. lor which such assislanca is requested/granlod,

wrlt not aulomalrcally enltlle me for recetvrng or conlrnutng the said assrstance The decision for granting and/or conlinuang the assislance will rest solely

with the Truslees ol Koshika Foundation. and their decision is this rggard will b€ final and acceptable to me
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gy alfixlno hereunder. signature ol our Aulhorised S€natory for recommendrng lhis case/patrenl lor financtal assrstance from Koshrka Foundalion. we

(Ho6pitrl) horeby affrrm & accepl lollowing:

i 1 tt'et wi neittror are p.escotty nor will inluturg ayail ol Ianancial assislance from another NGO or an) olher sou.ce. for the same patienucase as we are

requeslrng to get from Koshiki Foundation. to the ertent that such assistance is grantod by Koshika Foundalion. lllhe requested assistance is nol granled

Oy'fosnti fo-unAamn. in parl or in full. then the Hospilal reserves it's right to make up the shorttall trcm aoolher NGO or arry other source This

i6nfirmation essentialty states thal lhe Hospilalwill not avail any duplicaie assistance for lhe samg patienucase trom any othgr NGO or any olher sourco

iiThe ;ssistance lrom Koshika Foundatio; rs only financral in nalure. The choice of the treatmenl./procedure advised/conducled by the Hospital on lhe

p"r,"|,,t. i" U"""a on tr," a.rangemenl between lhipalienl & the Hosprtal. and rs rn no way rnfluenced by Koshika Foundation Hence. lhe Hospital wjll

u.sr." iore a 
"orprete 

resp;nsrbrtrty ot the treatment E it s outcome E salety of lhe patient. and Koshika Foundation wrll have no role or responsibrlity

in lhe matter
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