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OECLARATIOT{ by APPLICAi{T: in}ro gm vrsu Tr;

1) I hereby confirm thal all detarls rn lhrs Form are True lo the besl ol my knowledge Any Ialse slalemenl w l render my Applrcation & ongoing assistance. if any.
liable lor rejection/cancellatrcn.

2) I solemnly confirm thal assislance, if received from Koshika Foundation. will be used only for tho 'purpose". as slated in this Fo.m, for whic-h such assistianco

was requested by me.

3) I hereby confirm thal I have not & will not in future. avail of reimbursement, in part or in lull, lrom any olher source/employe./insurance company, of lhe amount

for which this assistanco is .gqu9sled
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1) By amxing my signature o. thumb impression on lhrs Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustegs to

use/publish/put-up/reproduce my name, address, photo & details ol the'purpose", tor whioh such assislance is requested/granted, th.ough any

medium, including but not llmited to verbal. prlnt, elsctronic, lor soliciting donations lor Koshika Foundalion and/o. disseminaling information about it's

aclivities/achievemenls. Such use oi my photo & detaiis can be made by Koshika Foundalion before or after my trealment or fulfilment ol the'purpose'

for which assistance is berng requ€st€d

2) I (Apptrcant) further agree lhal any s.rch use ol my name. address pholo & delails of lhe "pu.pose . for which s!ch assislance is ,equesled/granted,

will ncrt automalically enlille me for recerving or conlinurng the said assrslance. The decision for grantrng and/or continuing lhe assislanc8 will rest solgly

wilh lhe Trustees of (oshrka Founda(ron and thell decrsron is lhrs regard will be final and acceptable lo me
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By atfixing hereunder, signature of ourAuthorised Signalory tor recommending this case/patient lol llnancial assistance from Koshika Foundatioa, w€

(Hospital)her€by afffm E accepl following

t ) that w; neilhdr are presenly nor wilt in future avail ol financial assistance from anoth€r NGO or any othar sourc€, for lhe same Patianucase. as w€ are

requesting to gel from Koshik; Foundation. to the extent that such assistance is granted by Koshjka Foundation. Itlhe requested assastranca is not granted

b/Koshik; Fo-undation, rn part or in lull, lhen the Hosprtal reserves rt's rlght lo mak€ up the shonlall lrom anoth€r NGo or any olher sourco' This

c6nlirmairon essentialty stiles thal the Hosprlal wrll not avarl any duplicalo assistance for lhe same patienvcase from any other NGO or 8ny other source.

ij Tne asJrstance lroni Koshrka Fo!ndatlon rs ooly financral rn nalure. The choice ot the trealmonuprocedure advised/conducted by the Hospital on the

p!fi"nf,-ii Ua"eO on ft 
" 

a angement between the patrenl & lhe Hosp(al, and is in no way influenced by Koshika foundalion. Hence. the Hospital Yiill

liir.i iJ" a io-pf"te resp;nsibitrly of the trealment & it s outcome & salety of tho patienl, and Koshika Foundation will havo no role or rosponsibility

in the matter.
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