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DECLARATION by APPLICANT: q[t<6' !m qlqq q?:

1) I hereby conf,rm that all details in this Form are True to the best ol my knowledge. Any lalse statement rvill .ender my Application & ongoing assistance, it any,

liable for rejectiorrcancellation.
2) liolemnly Lonfirm that assistance, if received tom Koshika Foundation, wallbe used only for thg'purpos€-, as statsd in this Form. for which suct assistance

was requested by me 
ihr"h'" av'il6f raimhrr^cmcnt innanor ."n@ clmpany' ofthe amountgiine'tOy conn'ir tt'at I have not & will not in future, avail of reimbursement, in pan or in tull, from any other source/employer/insu

for which this assistance is requested.
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'l) By afflxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/oublish/pu!uP/reProduce mY name, address, photo & details of the 'purposo', lor which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, olectronic, lor soliciting donations for Koshika Fou ndation and/or disseminating information about it's

activities/achievements. Such use ot my photo & delails can be made by Koshika Foundatlon before or after my treatrnent or futfilment ol the 'pu.pos€'

for which assistance is being requested.

2) I (Appticant) turther agreJthai any such use of my name, address, photo & detrails of the 'purpose', lor whlch such assistance is requestedigranted'

wltt noi automaticatty entitle me for receiving or condnuing the said assistance. The decision for graniing and/or continuing the asslstance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and acceptable lo me.
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By affixing hereunder, signature of ou rAuthorised signatory for recommendirg this case/patient for financial asshtance from Koshika Foundation, we

(Hospital) hereby aflirm & accept lollowing
that we neither are presently nor will in future avail ol financial assistance lrom another NGO o.8ny other source, for the same patienucase, as we are

1)
req uesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshik; Foundation, in part or in full, theh the Hospital reserves it's right to make up the shortfall from another NGO or any other source This

confirmation ess€ntiallY states that the Hospital will not avail any duplicate sssistance for the sam€ patient/ case from any other NGO or any other source

2)The assislance from Koshika Foundation is onlY financiat in nature. The choice of the treatmenuprocedu re advised/conducted by the Hospilal on lhe

patient, is based on the arrangement between the patient & the Hospita l, and is in no way influenc€d bY Koshlka Foundation. Hence, the Hospitalwill

assume sole & complete resPons ibility of the treatment & its outclme & safsty ot the patient, and Koshiko Foundation will have no role or responsibility

in the matter.
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