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DEGLARATION by APPLICANI: rA[i$i fm dqql qr:

1) I hereby confirm hat all details in ttris Form are True to the best of my knoryledge. Any false slatement will render my Applicatioo & ongoiog assislance, if any,

liable for reigctiory'cancsllalion.
2) I solemnry aonfirm that assistanc:e, if roceived fom Koshika Foundation, will b€ used only for the "purpos6', as stated in this Form. for which such assistance

was requested by me.
Si intr.;by *nn'in tt'at I have not & will not in future, avail of reimbuGement, in part or in full, from any other source/employer/insuGnce company. of tho amount

for which this assistanc€ is requesled.
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1) By afllxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

use/publish/put-up/reproduce my name, address, photo & details ofthe'purpose", for which such assistance is requested/granted, through any

medium, inciuding but not limited to verbal, print, electronic, for sollciting donations tor Koshlka Foundalion and/ol diss€minating informatioo about it's

activities/achievements. Such use ol my photo & details can b6 made by Koshika Foundation before or after my lreatment or fulfilment of the "purpose'

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details ol lhe 'purpose', for which such assistance is requested/granted'

witt noi automiticatty entitle me for receiving or continuing the said assistance. The declsion for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundalion, and lhoir dscision is this regard will be final and acceptable to me
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By affixing hereunder, sign ature of our Authorised signatory for reclmmending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following
1) that we neither are Presently nor will in future availof llnancial assistance frcm another NGO or any other source. for the same patient/case, as we are

request ing to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundatio n. lfthe requested assistance is not granted

by Koshika Foundation, in part or in full, the n the Hospital reserves it's right to make up the shortfall from anothe r NGO or any other source. This

conflrmation essentially states that the Hospital will not avail any duplicata assistance for tha sam€ pati€nucase ftom any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/ conducted by the Hospilal on the

patient, is based on tho arrangement between the pati6nt & the Hosp ital, and is in no way influenced by Koshika Folndation. Hence, the Hospital will

assum e sole & complete responsibility of tho trgatment&itsoutcoma & safety ofthe patisnt, 8nd Koshika Foundation will have no role or responsibility

in the matter.
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