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DECLARATION by APPLICAI{T: sird($ Er{] ']lq'n !]l:

1) I hereby conlirm that alldetails rn thrs Form are True to lhe besl ol my knowledge. Any lalse stiatement wrll render my Apphcation A ongohg assistance. ifany,

lable [or re]ochon/canctllatlon.

2) I solsmnly confrm that assislance, if received lrom Koshika Foundation, will be used only for th€ "purposo". as stated in lhis Form, tor rvhich such assislianc€

w8s requested bI me.

3) I her;by confirm that I havg not & will not in luture. av'ail of reimbursement, in pad or in lull, from any olher source/employer/insurancs company, ol lh€ amount

for which his sssisbnc€ is requgstod.
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1) By aflixing my signaturo or thumb imprgssion gn this Form. I (Applicanl) hereby agr€e & authorise Koshika Foundetion and it s Trustees to

use/publistrtput,up/ieproduce my name, address, photo & details ol lhe'purpose', lor which such assislance is requesledigranted, through aoy

mgdium, including but not timited to verbal. p.int. electronic, for soliciling donalions for Koshika Foundalion and/or disseminating info.mation about it's

activitieslachievements. Such use ol my photo & details can be made by Koshika Foundalion belore or after my lreatment or lullilment of lhe'purpose'

for which assislanca is being roqLr€sted

2) I (Appticant) turther agree that any such use ol my name address photo & dolails ol the "purpose". for which such assislance is rgqu9slod/granled,

will not automatically enlitle me for receiving or conlinurng the sard assrslance. The dacision for granting and/or continuing lhe assistance will rost solely

wilh the Truslees ol Koshika Foundatron. and therr decrsron i5 lhis regard will be linal and acceptabl€ lo me
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By alfixing hereunder, signature ot our Authorised Signatory for reclmmending this case/patient lor financial assaslancg lrom Koshiha Foundafion. we

(Hospital) hereby affirm & accepl follorving:

i) that w; neith;r are pres€ntly nor will in-future avail ot financial assistance from another NGO or any olhor source. forlhe same palignucaa€, as ws aro

rdquesting to get lrom Koshik; Foundation, to the exlent that such assislanoe is granted by Koshika Foundalion. lflhe .equested assislsnce is not graotod

Oy kosnit-a fo'undation, rn pa( or ln lull, lhen the Hosprlal reserves ( s nght lo make up the shorlfall lrom another NGO or any olhar source. This

c;nfirmation essentraly stjtes that the Hospilal witt not avail any duplicale assistance for the same patienl/case from any oth€r NGO or any olher sourc€.

iilf,e isiistance trom Koshrka Fo!ndalron rs onty frnancral rn nature The choice ol the treatmenuprocedure advised/conducted by the l'tospital on th€

oaltent. is based on the arrangement between thspallenl & the Hospital. and is in no rryay influenced by Koshika Foundation Hence, the Hospllalwill

5rirri i"ri C c"rpr"t; resp;nsrbitity o, the treatmant & il s oulcome & satety of lhe pati€nt. and Koshika Foundation wrll have no role or rssponsibility

in the matter.
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