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OECLARATIOI by APPLICANT: xri<rF Em qtcql'Tll

1) I hereby conlirm lhat all details in lhrs Form are Tr!e to the besl ol my knowledge Any lalse statemsnl will render my Applrcaten & ongoing assistance. il any,

lGble lor relect0rvcanc8llat0n.

2) I sotsmnly confirm that assistance, if received from Koshika Foundation will be used only for ths "purpose' as staled in this Form, for which such assistance

was requested b! me.

3l I he;by con{i.m that I have ngt & will nol in future, avail o, reimbursemont, in part or in full, from any other source/employer/insuranc€ company, of the.amount

for which this assastanc€ is r€quosted.
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By affixing hereunder, signature of our Authorised Signatory lor recommending this casg/patient for financial assistance from Koshika Foundation, we

(Hospita') hereby affllm & acc€pt following:

i; tnit we nertndr are presenlly nor wrll in'future avail ol linancial assislance from anothgr NGO or any oth€r source, for tha samg patient/case, as we aro

r;questing to get trom Koshik; Foundation, to tho extent that ruch assrslance is granted by Koshika Foundatron lfthe requested assistance is not granted

by koshiki Fo-undation, rn part or in lull. lhen the Hosprlal reserves rl s nght lo make up the shortlall from another NGO or any other sourc6. This

c6nfirmatron essontia y sdles that lhe Hosprlal wttl not avarl afly duplicate assistance lor the same patrenVcase frorn any olher NGO or any oth€r source.

iltne asiistance trom Koshrka Foundalron rs only frnancra n 
^alure 

The chorce of the treatmenUprocedure advlsed/conducted by thg Hospital on lhe

pllrent, is based on the a(angement between thepalrenl & the Hospital, and is in no way influenced by Koshika Foundation Hence,lhe Hospitalwiil

lsiuri iofe A io.ptute resp;nsrbitity of the treatment & il s outcom€ & safsty of the pati€nt. and Koshika Foundalion wall have no rols or responsibility

l ) By affixrng my signalure or thumb rmp.ession on this Form, I (Applicaot) hereby agree & authorise Koshika Foundation and it s Trusto€s to

use/publish/put-up/reproduce my name, address, photo E detarls ol the "purpose'. for whlch such assistance is requested/granled, thrgugh any

medium. including but not timited to verbal, prinl, electronic, tor soliciting donations lor Koshika Foundalion and/or disseminating intormalion about it's

activjties/achievements. Such use o, my photo & details can b€ made by Koshika Foundation before or after my treatmenl or fulfilmenl of the 'pu.pose'

lor whrch assistanc€ is bgrng requesled

2) I (Apptrcant) frrrther agree lhal any such use oi my name. address, photo & details ol the "purpose for which such assistance is requested/granted,

will nol aulomaticalty entilto me for receiving or conlinurng lhe saio assislance Tha decision for glanllng and/or continuing th€ assistance will rest sol€ly

with the Trustees ol Koshrka Fo!ndalron. and lhefi decrsron is lhrs aegard will be final and acceptable lo me
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