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DECLARATION by APPLICANI: riFrrs am ql4on !,
1) I hereby conlirm thal all details in thrs Form are True lo the besl ol my knowledge Any lalse stalemenl wrll render my Applrcaton & ongoing assislance, if any,

Iable for relection/cancellatron.

2) I solemnly confirm that assistance, if recBived from Koshika Foundalton. will be used only fo.lhe "purpose". as staled in this Form, for which such assistBnca

was requested by me.

3) I hereby contirm that I have not & will nol in luture. avail of rermburs€ment, in part or in full, from any oth€r source/smployer/insuranca company. of th€ amount

for which this assislance is rBqussted.
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1) By afiixi0g my signature or thumb impression on this Form, I (Applicant) heroby agree & authorise Koshika Fou.dalion and it s Trustoeg lo

use/gublish/put-up/reproduce my name, address, photo & details of the'purpose-. for which such assrstanco is requested/grantgd, th.ough any

medium, inctuding but not limited to verbal, print, Electronic, for soliclting donations lor Koshika Foundalion and/or disseminating anformation aboul il's

actrvities/achiovements. Such use of my photo E details can be made by Koshika Foundation before or afler my treatmenl or lulfilmont of the "purpose'

for whrch assislance is being request€d

2) l(Apptrcanl) f!.ther agree that any such use oi my name. address pholo & details ol the ' purpose for which such assistance is requested/granted,

will nol automaticatty entilt€ me lor receivrng or conlinurng lhe said assrslance. The decision for granlrng and/or conlinuing lhe assistance will rest solely

wrth lhe Trustges ol Koshrka Foundal on. and lhelr decrston is this regard will be fi al and acceplable lo me
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By affiring hereunder, signature of our Authorised Signatory for recommending this case/patient lor financial assistance lrom Koshika Foundalion, we

(Hospital) horeby affirm & accept followingl

i1 ttral we neittrer are presenlty nor wrlt in-fulure avail o{ frnancial assistance from another NGO or any olher sourc€. ,or the samo patignrcase, as we ar€

riquestin! to get from'Xoshik; Foundation. to the extent that such assrstance is granted by Koshika Foundation. lf the requosted assistanca i! not granted

Oy-Xoitrrti fo-unOation, in part or in lult. then lhe Hosp lalreserves rl s nght to make up th€ shortfallfrom another NGO o. any olher source This

c;nfumalton essantra y st;les that the Hosprtal witt nol avail any dup|lcaie assislance for lhe safte patienvcase from any other NGO or any other source

ij The assistance kom Koshrka Fo!ndatron rs only financral rn ;ature The choice of the lreatmenl/procedure advised/conducled by the Hospital on tie

llt,ent, ii taseO on tf,e arrangement between the patent & lhe Hospilal. and is in no way influenced by Koshika.Foundation Honce,lhe Hospatalwill

liirri iof" a 
"orpf"le 

resp;nsibi[ly of the treatment & il s outcome & saf€ty of lhe patient, and Koshika Foundation will have no role or r6sponsibrl'ty

in the maller.
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