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DECLARATION byAPPUCANTT qr+<s r sisqr cx:

1) I hereby conftm Urat all details in Ihls Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rejection/canc€llation.
2) I solemnly ;onfirm lhat assistanca, if received lrom Koshika Foundation, will be used only lor the 'pu.pos€", as stated in this Form. for which such assistance

was requested by me.
Sfifr",ity conn- ma lhave not & will not in future, avail of reimbursement, in pad or in full, hom a'ny other sou.ce/employer/insurance company' ofthe amount

for which this assistance is requested.
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l) By afiixing my signature or thumb impression on this Fo.m, I (Agplicanl) hereby agree & authorise Koshika Foundalion and it's T.ustees lo

uie/iublistriput-up/ieproduce my name, address, photo & details of the 'purpose', for vrhlch such assistance is requested/granted, through any

medium, inciuding but not limited to verbal, print, electronic, for sollciting donations tor Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use ot my photo & detalls can bo made by Koshlka Foundallon b€tore or alter my treatmenl or fulfilment of the 'purpose'

lor which assistance is being requestod.

2) I (Applicant) further agreJthaiany such use of my name, address, photo & details ofthe'purpose', lor which such assistance is requested/granted,

wil noi automaticatty eniiue me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees ol Koshika Foundation, and their d€cision is this regard will b6 final and acceptable to m€.
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By affixing hereunder, signature of ourAuthorised Signatory for reclmmending this case/patient lor financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept lollowing:
1)that we neither are pre sently nor will in future avail of llnancial assistance from another NGO or any othaa source. for the same patienucase, as we are

requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granled

by Koshika Foundation, in part or in full, then the HosP ital reserves it's right to make up the shortfall from anolher NGO or any other source. This

conllrmation essentiallY states that the llospital will not avail any duplicate assistanc€ lor the same palisnuca so from any other NGO or any other source

2) The assislance from Koshika Foundation is only financial in nature. The choice ol the treatmenl/procedure advised/conducted by the Hospital on the

patient, is based on the a and is in no way influenced bY Kosh ika Foundation. Hence, tho Hospitalwill

assume sole & complete
rangement betwoen the patient & ths Hospital,
responsibility of the kgatment & ifs outcome & salety otthe patl€nl, 8nd Koshika Fou ndation will have no rcle or responsibility

in lhe matter.
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