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DECLARATION by APPLICANT: lcrkr fm drqqr cx:

1) I hereby mnlirm tBt all dehils in his Form are True to the best of my knowledge. Any hls€ statement will render my Application & ongoing assistance, if any,

liable for rejection/cancellalion.
2) I solemnly;nfirm that assistance, if recEived lrom Koshika Foundation, willbe used ohly for the "purpos€', as stated ln this Form, for which such assistance

was requested by me.
OiifreriOy connrm Ua I have not & will noi in luture, avail of roimbursement, in part or in futl, from any other source/employer/insu6nce company. of the amount

for which this sssistanca is requested.
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by APPLICANT ( iir+<6 Em 6{R)

1) By afilxing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees to

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

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

activities/achieve;ents. Such use of my pholo & detaits can be made bt Koshika Foundation betore or after my treatment or lulfilment of the 'purpose'

for which assistanca is being requested.

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

witt noi automiticatty enii{e me for receiving or cont;nuing the said assistance. The decision for granling and/or continuing the assistance will rest solely

with the Trustees o[ Koshika Foundation, and their decision is this regard wlll bo l]naland acceptable to me.
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(Hospital) her€by afiirm & accept following:
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presen y nor will in-future avail ot financial assistance from another NGO or any other source, for the same patienucase, as we are

|',lqreiting to get f|.or'Xostriti founAaton, io ttre extent that such assislance is granted bv Koshika Foundation lfthe requested assistance is not granted
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right to mire .o th,; .hortrallfrom another NGo or anv other source rhis

infiimation essentially st;tes thal lhe Hospitslwill n;t avail any duplioaie assistance ior the same patignucase from.any othor NGO or any other source'

,iThe assistance fro; Koshika Foundatio;i; onty financial in ;ature. The choice of lhe treatment/proc€dure advised/conducted by the Hospital on lhe

pii"r,ti.-oli"j on ttp arrangement uetweei i;JpJii""ia irr. i*pit"t. ind is in no way innu€ncad by Koshika Foundalion Honce, tho Hospitalwill
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A -.pr"te resp;nsibitity of t;e treatment & it's outcome & ssfsty ofthe patient, 8nd Koshika Foundation will have no role or responsibility

By affixing hereunder, signature of ourAuthorised signatory for reclmmending this case/patient for financial assistance from Koshika Foundation, we

in the matter
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