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OECLARATION by APPLICANTi qr}({ llo qlcqr El:

1) I hereby conllrm thal all details in thrs Form are Tr{re to the besl ol my knowledge Any lalse statemenl wrll render my Appllcatlon & ongoing assistance. if any,

lrable for relectron/cancellaton.

2) I solemnly confirm fiat assistance, il received faom Koshrka Foundation, will b€ used only for the "purpose". as stated rn this Form, for which such assistanc!

was requestd by me.

3) I h6r;by conli; that I have not & will not in futurs, avail o, r€imbursBm€nt, in part or rn full. from any other sou.ce/employer/insurance company. ofthe amolnt

for whrch this assistancs is raquested.
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1) By attixing my signature o. thumb impression on this Form, I {Applicant) heroby agree & authoriso Koshika Foundation and it's Trustoos to

use/pubftsh./pul-up/reproduce my name, address. pholo & details ol the'purpos€", for which such assistance is requested/granted, lhrough any

medium. including but not limited lo verbal, print. electronic, for soliciting donatlons for Koshika Foundation and/or dissEminating inlormation about it's

activities/achievements Such use ol my photo & details can be made by Koshika Foundation before ar after my treatmenl or fulfilm€nt of lhe "purpose'

for which assistance rs b€ing requested

2) I (Applicant) furlhei agree thal any such use of my name, address. photo & d€tails ol lhe'purpose lor which such assistance is requested/grantsd,

will not automatica y enti o me for receiving or contanurng the said aSsrstance. The dgcision tor granlrng and/or continuing lhe assistance will r€st solEly

with lhe Trusteos ol Koshika Foundatron, and thBrr decisron is lhis regard will be final and acceplablo to me.
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By affixing hereunder, signature ol our Authorased Signalory lor recommending lhis case/patient lor financial assiEtance lrom Koshika Foundstion. lre

(Hospital) hereby affim & accept foliorvingl

i t trat we nertner are or€sently nor wrll tn future avail ol financial assistance from anoth€r NGO or any other source, for the same patignvcas€ as w€ aro

,jdrl},iit ,i i"i riir'iiin,iJ rornorr.n, to the exlent lhat such assislance is graoted by Koshika Foundataon. lf lhe roquested assistance is not granted

lV-ioif,if,."" io'rnO"fion, ln parl or tn lutl. then the Hospilal reserves rt s nghl lo m;k€ up lhe shonlall from another NGO or any other source' This

iirnni.unon u"r"nt"Iv st;tes thal the Hosprtat wil n;l avait any dupticaie assistance for the same palrenVcase from any olher NGo or any other source

ii ir,u iisrt"na" rroni Koshrka Foundatrorirs onty financrat rn rialure The chorce of the lreatmenvprocedure advisod/conducled by lhe Hospital on lhg

9al,ent. is based on the arrangemenl betv;e; ihe'pat,eni a tne aosp,tal, and rs rn no way rntlirenced by Koshrka foundation Hence,lhe Hospitallvill

;;;;;; ;'i; &;;bie ,esp"ons,uitity ot tr,e rroatmenr & il's ourcomo & sal€ty ol lhe paienl, and Koshrka Founclalron wrll hav€ no rol€ or rasponsibilitv

in the matler
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