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oECLARATTOI{ by APPLICAilT a{i(S E{ dcqr rd:

1 ) I hereby conf,rm lhat all delalls in $is Form are True lo the best ot my knon ledgs. Any false stat€ment will rsnder my Applicaton & ongoirg assisl,anca, il any,

liable for rcjectiory'cancellation.
zf i *i".nrv-iorti, tt ri asiistance, if receivod trom Koshika Foundatioh, will be ussd only tor the "purpose', as stat€d in this Fotm, to. whidr 6uch a$istance

was requested by me.
iiitr",.i,Uy cont- ttat I have not & will not in future, avail ol reimbu.sement, in part or in full, from any other sour@/employer/insurance @mp3ny, ot the amount

for which this assistance is requested.
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rApplicant) hereby agree & aulhorise Koshika Foundation and il's Truslees to

s of the 'purpose', for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made bt Koshika Foundation bgfore or after my lreatment or fullilment of the "pu'poso'

1) By affixing my signature or thumb impression on this Fom' I

use/publish/put-up/reproduce my name, address, photo & detail

medium, including but nol limited to verbal, print, electronic, for

activities/achievements. Such use of my photo & details can be

for which assistanc€ is being requosted.

2) I (Applicant) ludher agree that any such use of my name, address, photo & details ot the 'purpose', for which such assistanc€ is requested/gEnted,

witt noi automaticatty entifle me for receiving or continuing the said assistance. The decision for granting 8nd/or continuing the assistance rYill rest golgly

with the Trustees ol Koshika Foundation, and thgir docision is this regard will be final and acceptablo to mo.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for linancial assistance from Koshika Foundation, we

{Hospilal) hereby affirm & accepl following:
it rtir *. nai*rer are oresen v nor wrll tn future avail of financial assistanco from another NGO or any othgr source, for the same patienvcass, as we aro 

.

iJo'ij"i,l'"s ii 
';ii ri"r'ii"r,,iJ r"rnJa.n, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Dv Koshrka Foundalion, rn Dan or rn tu , the; the Hosprtal reserves rt s right to m;ke up lhe shortfall fiom anothor NGO or any oth€r source. This
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xo"pit"twitt not avail any duplicaie assistsnce for the sam€ patisnucaso from any othe. NGo or any othq sourco'

2) The assrstance from Xoshika FounOatioriis only financial in ;ature. The choice of the treatmenuproced!re advised/conducted by the Hospital on the

ilti""'tlifi.irj 
"ijriJ 

ii,""q-"r""t b"t"""" ihipatient & the Hospital. and is in no way influenced by Koshika Foundation Henc€. the Hospitalwill
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treatrient a its ourcome & ssfety of tho patlenl, and Koshika Foundatron wiil have no role or responsibility

in lhe matter.
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