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DECLARATION by APPLICANT: XIEM6 gM CI''gN ri'
1) I hereby confirm thal alldetails rn thrs Form are True lo lhe besl ol my knowledge Any false statemenl will render myApplrcation & ongoing assislance, ifany,

liable lor rejection/cancellatt0n.

2) I solemnly confirm that assistance, if rsceivod from Koshika Foundatron, will b€ used only for the "purpose". as stated in this Form, for which such assaslranc€

was requested bI me.

3) I her;by clnfi;n thal I havs not & vJill not in futur€, avail of reimbu.sement, in pan or in full, frgm any other sourca/smploygr/insurance company. ol lhe amount

for which this assistanc€ is roqusslgd.
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1) By aflixrng my signalure or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it s Trusto€s to

use/publish/put-up/reproduce my name, address, photo & detaals of the'purpose', lor rvhich such assistance is tequested/grantod, lhrough any

medium, including but nol timited to verbat. print, electronic. tor soliciting donations lor Koshlka Foundalion and/or disssminating informatlon about it's

actvities/achieve;enb. Such use of my photo & details can be made by Koshika Foundation b€lore or after my treatment or fulfilment ol the "purPose'

for whrch assistanca ts betnq requested

2) t (Applicant) further agree thal any s!ch use ot my name, address pholo & delails of the "purpose tor which such assistance is .gquesled/grantod,

will not automatrca y entiUe me for receiving or conlinu ng the said assislance. The decision for granling and/or continuing the asslslance will rgst solEly

with the lruslees of Koshrka Foundatron. and theil decrsron ls lhis regard will be finaland acceptable to m€
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By affixing hereunder. signature of our Authorised Signalory lor recommending this case/pali€nl for financial assistance lrom Koshrka Foundation, we

(Hospital) hereby affrlm & acc€pt followrng
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,r" presentty nor w,lt rn-future avail ol financial assistance from anothgr NGO or any other source, for the same patignucass. as w€ are

"dij";,i,ir'i" 
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i6nt,i.at,on essent,urry srites that the Ho;prtat;ilt n;t avart any duptrcaie assislance tor lhe same patrenvcas€ from any other NGO or any other s9urce.
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oatent. is based on the arangemenl between ih;palrent & lhe Hospital and rs in no way rnfluenced by Koshika Foundation Hence' the Hospllalvrill
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