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OECLARATIoN by APPLlcat{Tr iri(6 FiEtn rr:

1) I hereby conlirm that all detarls rn lhrs Form are True to lhe besl of my knowledge Any false statement will render my Application & ongoing assistanc€, if any.

iiable lor relection/cancellatron.

2) I sol€mnly confirm that assislance, if received from Koshika Foundation, willbe used only for the 'purpose'. as stated rn this Form. for which such assistanc€

was requestd by me.

3) I hereby clnlirm lhat I have not & willnot in future. availol roimbursemont, in part or in full, from any other source/amployer/insuranct company, ot th€ amount

for which his assistance as requssted.
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1) 8y affixing my signatlre or thumb impression gn this Form. I (Applicant) her€by agree & authorise Koshika Foundation and it s Ttusto€s to

use/publish,/put-up/reproducg my name, address, photo & delails of the "purpose'. lor which such assislance is raques(ed/granted, thrcugh any

mgdium, including but nol limited to verbal. print, electronic, for soliciting donatlons for Koshika Foundation and/or dissgminating lnformation aboul it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation bsfore or after my treatment ot lulfilment ot the 'purpose'

lor whrch assislance is bging requesl€d

2) I (Appticant) further agree lhat any such use ol my name. address photo & delails ol the "purpose for which such assistance is requested/grantgd,

will nol automaticalty entilte me lor receiving or conlinuing lhe said assrstance. The decision for granling and/or continuing the assislance will resl solsly

with lhe Trustses ol Koshrka Foundatron. and lhei. decrsron iS this regard will be Iinal and acceptable lo m€
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By affixing hereunder, signature of ou. Authorised Signatory for reclmmending this csse/patient lor linancial assistance ,rom Koshika Foundation, we

(Hospital) hereby affirm E accept following:

t; ttrat w6 neitndr are presently nor wrll inluture avail ol financial assistance lrom anolher NGO or any other sourc€. for the same patignt/cas€, as we ara

r;questing to got from Koshak; Foundation. to the exlenl that such assrstance is granted by Koshika Foundation. lf the requested assistance is not granted

Uykoshik-a Fo-unOation, in partorin llrll, then the Hosp(al reserves rl's nghl lo make up the shortfall from another NGO or any other sourc€ This

c6nfirmatron essentia y st;les lhal the Hosprtal wilt not avarl any duplcalg assistance for lhe same patrenvcase lrom any other NGO or any other source.

2) The assistance from Koshrka Foundalron rs only flnancral rn nalure. The choice ol lhe lreatment/procedure advised/conducled by lhe Hospital on the

pltrent, is based on the arGngement behveen the patrenl & the Hospilal, and is in no way influenced by Koshika Foundation. Hence, lhe Hospital will

liir.i *f, a io.pfrte resp;nsibitity of the rreatment & it s oulcome E safety of the patient, and Koshika Foundation will have no rolo or responsibilily

in the matter.
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