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DECLARATIOil by APPLICANTT Elri<s m slqqr qil
1 ) I hereby con,irm fiat all details in this Form are True lo lhe besl of my knowledge. Any false slatement will .ender my Applicalion & ongoing assislance, if any,

liable for lejectiodcancellation.
2) I solemn! Lonfrm that assistance, if rec€iv€d lrom KoEhika Foundation, will be used only for th6 'purpose', as stated in this Form, for which such assistance

was requested by me.
3tihg;y confi;m $at I have not & will not in futura. avail of reimbursemeot, in parl or in full, ftom any othel sourue/employe/insurance company, of the amount

fo arhich this assistancs is requested.
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1) gy affixing my signature or thumb impression on this Form, I (Applicant) hereby agrEe & authorise Koshika Foundation and it's Trustees to

use/publistr/put-up/ieproduce my name, address, photo & details ol the 'purpose', lor which such assistance is requested/granted, through any

medium, including but not limited to ve.bal, print, electronic, for sollciting donations lor Koshika Foundatign and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshlka Foundation betore or after my treatrnent or Iulfihent ot the 'purpose'

for which assistance is being requested.
2) I (Applicant) iurther agree that any such use ot my name, address, photo & details of the 'purpose', for which such assistance is requested/granted,

will noi automaticatly entitle me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

wilh the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereundor, signature of our Authorised Signatory for rectmmending this case/patient for financial assistance from Koshika Foundation we
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rJquesting to get from Kostritj founOation, to ttre extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

lv'i"iiiii"rid*oiii"", in f"a oiin tutr, tnin ttre Hospital reserves it's right to m;ke up the shortfall lrom another NGo or any other source. This

c6nRrmation essentiatty states that the Hospital will n;t avail any duplicai8 assistancs tor the same patlenucas€ from any other NGO or any other source'

iiifre aJstance fror,iKoshika Foundatio; is onty financiat in ;ature. The choice ol the treatmenuprocedrire advised/conducted by the Hospital on the

litient, is based on tne arrangemenf benveen tho'pati€nt & th€ Hospital, and is in no way inf,u€nced by.Koahika Foundation- Hence, lhe Hospitalwill

liir.i *r" a *rpr"te resSnsibitity of the treatrirent a n's outconis & salety ot the pati€nt, snd Koshika Foundation will have no role or responsibility
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