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oECLARATION by APPLICANT: i{ri(d tm sllqr c-r:

1) I hereby conflrm that all details rn thrs Form are True to the best ol my knowledge Any lalse slatement will render my Apphcation & ongoing assislance. if any,

lEble for roFctprvcancellalon.

2) I solsmnly conllrm that assislance, if received from Koshika Foundation. will b€ used only for lhe "purpose". as stated in this Form, for which such assistance

was requested bi' me.

3) I hereby c.nllrn that I havo nol & wil not in future, availot reimbursement, in part or in full, from any other source/gmployar/insuranca company. of th€ amount

for which this assistanc€ is requested.
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1) By affixing my signature o, thumb impression on thrs Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it s Trusle€s to

use/publish/pul-up/reproduce my name, address, photo & delails of lhe'purpose-, lor which such assistance is requested/granlsd, lhrough any

medium, including but not timited lo verbal, print, electronic. for soliciting donalions for Koshika Foundation and/or disseminating info.malion about it's

actjvities/achievements Such use of my photo E delails can be made by Koshika Foundation belore or afler my trealment or lulfilment ol the "purpose'

for which assistance is being .equested

2) I (Apptrcant) turlher agree that any such use ol my name. address. photo & detarls ol the "purpose . for which such assislance as requested/gtanted,

will n(rt aulomalicalty €nlitle me lor receiving or conlinurng th€ said assrstance. Th€ decision {or granling and/or continuing the assistance will resl sol€iy

with the Trustees o, Koshrka Foundalron. and lhetr decrsron is lhls regard will be final and acceplablo lo me
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By affixino he.eunder, s€nature ol our Authorised Signatory for recommending this case/patienl lor linancial assistance lrom Koshika Foundalion, we

(Hospital) hereby affrrm & acc€pt lollowrng:

i) thal w; neithdr are pres€ntly nor wrll in future avail o, financial assistance from another NGO or any other sourc€, for the samg patienucass, as w€ arc

r;questrng to get from Koshika Foundation. to the exlenl that such assrslance is granted by Koshika Foundation. lf the requoslod assistance is not grantod

by koshik; Foundatlon, in pa( or in f!ll, then the Hosprtal reserves ( s nghl to mak€ up the shortlall lrom another NGO or any other source. This

c;nfirmation essentially states thal the Hosprlal will not avail any duplicate assislance for the same paiient/case from any othe. NGO or any other sourc€.

2) The assistance lrom Koshrka FoundaIon rs only frnancral rn nature The chorce ol the trealmenvprocedure advrsed/conducted by the Hospitalon the

pattent, is based on the arrangemenl between lhe palrent & lhe Hosprtal, and rs in no way inlluenced by Koshika Foundalion. Hence, the Hospitalwill

assumg sole & complete responsibility of the lroatmenl & it's outcomo & satety ol the patient, and Koshika Foundation will have no role or rospgnsibality
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