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DECLARATIoN by APPLICANT: qrt{€ qm rjr'cqr qr:

1) I hereby confirm that alldelarls in thG Form are True to the besl ol my knowledge. Any false statemsnl wrll render myApplrcation & ongoing assislanc€, it any.

liable lor rereclorvcancellat0n.

2) I sotemnly confirm that assistance, f received from Koshika Foundation. will b€ used only foa the "purpose'. as stat€d in thls Fotm. for wltich such assistanca

was request€d by me.

iiifr",iOi"onfrin fna I have not & rvill not in fulure. avail of roimblrsemsnt, in pa.t or in tull, fron any olher sourcs/Employer/insuranc€ company, of lhs amounl

lor whrch lhrs assrstancs is requostod.
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By alfixinq hereunder. signature of our Authorised Signatory tor recommending this case/patient lor financial assislance from Koshila Foundation' w€

(Hospital) horeby afllrm & accept follolving:

it ir,"r *e ne,tne, are oresenuy nor wrlt tn future avail ol financial assistance from anothgr NGO or any other source, for the same patienucasg. as we are 
.

,Jq'"!lt.s ii i;"t firi'ioinrrT founoatron, ro the exlent that such assistance is granted by Koshika Foundataon. lf lhe requosted assistance is nol granted

Or-Xoin,fi fo-unOat,on, rn parl or rn lult, lhen th€ Hosprtal reserves rl s nghl lo m,ke up the shorllall from anolher NGO or any other source. This

.6"irr"t,"^ 
"ir"r'rirrv 

stat;s thal lhe Hosprtat wilt nol avail any duplicaae assistance for the same patrenl/cas€ lrom any olher NGO or any other source'

iyfte""Jistince fro- Koshrka Foundatton rsontyfnancial rn;alure The choice ol the treatmenUprocedure advised/coniucted by lhe Hospilalon the

oatrent. is based on the arranqement between the'patrent A the Hospital, and is in no way influenced by Koshika Foundation Hence, the Hospitalwill

;;;;; ;fi;;;i"i" ,"ipi"riuir,t1, oitr," rreatment & tt's outcome & safety ol the palient, and Koshika Foundalion will havo no role or rssponslbility

i) By afiixing my signature or thumb impression on this Form, I (Applacanl) heroby agree & authorise Koshika Foundallon and it s Trustoes to

uie/puOtisntlut,up/iegroduce my name, address, photo & dstails of the 'purpose", for which such assistance is requested/grsnted, through any

medium, inciuding bul not llmlted to verbal, print, electronic. lor soliciling donations for Koshika Foundatlon and/or dlsssminating inlormatiofi about il's

actlvities/achieve;enls Such use ol my photo & delails can be msde by Koshika Foundation belore oI atlor my lrealment or fulfilment of the "purpose'

for whrch assagtanc€ rs being requesled

2) l (Appticant)lurther agr€e lhat any such use of my name. address. pholo & detarls ol the -purpose" lor which such assistance is requested/granted,

wi not automalica y eniifle me tor receiving or conlinurng the said assrsranqe. The decision lor granllng and/or continuing the assistance will r6st solely

with lh€ Truslees ol Koshr(a Fo!ndalron. and lherr decisron is this regard will be final and acceptable lo m9
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