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DECLARATIOT{ by APPLICANT: 3crd(6 gro qrcvn c-r:

'l) I hereby conlirm thal alldelarls rn lhrs Form are True to the best ol my knowledge. Any false slatement wrll render myApplicalion & ongoing assistan€8, ifany,

liable for rejection/cancellation.

2) I solemnly confirm thal assistance. f roceived from Koshlka Foundatron. willbg usod only for the "purposg'. as stated in this Form. for whicfi such assi6tan6

was requested by me.

3) I h€.;by confirm hat lhave not & will not in futurs. availof reimbursemont, in pa.t or in full, from any other source/employer/insuranca compeny, ofthe amount

for which lhis assistanc€ is requestqd.
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By alfixing hereunder. signature ol our Authoriged Signalory lor recommending this case/patient lor financial assislance lrom Koshika Fgundation, we

(Hospital) hereby alfirm E accepl foilowrng

t; ttrit wi neitrdr are presenlly nor wrll in luture avail gf financial assistance from anothe. NGO or any other sourca, for the salh8 palignucase, as ws ar8

requesting to gst from Koshika Foundation. to the extenl that such assistance is granted by Koshika Foundation. lf lhe requested assistance is not grant€d

by Koshik; Fo-undation, ln parl or in tull. then rhe Hosprlal reserves rl's fighl lo make up the shonlall lrom another NGO or any other source. This

confirmatton essenlialty stites lhal lhe Hosprtal wilt nol avail any duplcale assistance for lhe same patienvcase fiom any other NGO or any olher sourco

2) The asstslance lrom Koshrka Foundal on rs only f nancral rn nature The choice of lhe lreatmenuprocedure advised/conducted by lhe Hospital on the

p;lent, is based on the aflangement between the patient & the Hosp(al, and rs in no way influenced by Koshlka Foundation. llence, the Hospital viill

iisume sote E. comptete resp;nsibilily of the treatment & il s outcome E safely of the paliont, and Koshika Foundation will have no rol€ or r€gpgnsibality

in the matler

1) By affixing my signatur€ or thumb impressaon on this Form, I (Applicant) horeby agree & authorise Koshika Foundation and it s Trusl6es to

use/publish/pul-up/reproduce my name. address, photo & details df the 'purpose", lor which such assislance is requested/grantod, through 8ny

medium, including but not limited lo verbal, print. el€ctronic, for soliciting donations for Koshika Foundation and/or dlsseminating intormatlon about it's

activities/achievements. Such use of my photo E delails can be made by Koshika Foundation belore or after my treatment or fulfilmsnt oI the'purpose'

for whrch assislance rs beiog requested

2) l{Apptrcant) fr.rriher agree that any strch use of my name address pholo & details of lhe "purpose for which such assislance is rgquestod/granted,

will nol automalicalty enlilt€ me for recerving or conlinuing the said assrslance- The dscision for granting and/or continuing lhe assistance will rest solgly

with the Trustees ol KoshrKa Fo!ndai on. and lherr decrsron is lhis Iegard wi{l bg linal and acceplable to m9.
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