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DECLARATIOI by APPLICANT: 3ir4(6 !m sis![ cr:
1) I hereby confirm hat alldetails in tt s Form are True lo the best of my knowledge. Any false statement will rende. my Application & ongoing assistance, rf any,

habls f or rejoclixrcancellation.
2) I solemnly ionfirm that assistanc€, il received from Koshika Foundation, will be used only for the'purpos6', as stated in this Form. tor which such assistance

was requested by me.
Siil,e,.;t"onn,in that I have not & wilt not in future, availof reimbursoment, in part or in full, ftom any othe. source/employer/insurance company. of the amount

for which this assistance is rcquesled.
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.1)By afiixing my signatu.e or lhumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/publish/put-up/ieproduce my name, add.ess, photo & details of the 'purpose', for which such assistance is requesled,/granted, through any

mLaium, inciuOing Uui not limile; to verbal, print, electronic, for sgliciting donations tor Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fumlmenl of lhe 'purpose'

lor whlch assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose', lor which such assistance is requested/granted,

witt noi automaticatty entitle me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistance will rest soleiy

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By afltxrng hereunder, srgnature of our Authorised Signatory for reclmmending this case/patient for financial assistance from Koshika Foundation we

(Hospital) hereby affirm & accept following.
i1 it it w6 neitfrdr are presently nor will in-future avail of financial assislance from another NGO or any other source. for the same palienvcase, as we are

lqueiting to get from Koshik; Foundation, ro the exlent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

Uy-ioiftif-" fotnOation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source This

c6nfiimation essentially st;tes that the Hospital will nit avail any duplicate assistanc€ for ths sam6 patienucase from any other NGO or any oth$ source.

iltne assistance troni Koshika Foundatio; is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the

pltient, is based on the arrangement betwegn the patienl & th6 Hospital, and is in no way inlluonc€d by Koshika Foundation. Hsncs, the Hospita!will

lssume sote E complet€ rssp;nsibility of the treatri€nt & it's outcome & safety ot tho patient. and Koshika Foundation will have no role or responsibility
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