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DECLARATIOT{ by APPLICAi{T: sric* Ern slsqr c-r:

1) I hereby confirm lhat alldetarls in thrs Form are True lo lhe best of my knowledge. Any Ialse stalement wrll render my Applicaton & ongoing assistance, if any.

liable lor releclior/cancellaton.

2) I solomnly confirm thal assistance, if rcceived lrom Koshika Foundation. will be us€d only lor the "purpose'. as slated in this Form, for lvhich such assigtance

was requested bi me.

3) I her;by con{irm that I have not & yJill not in future. avail ol reimbursement, in part or rn full. from any oth€r source/employer/insuranc€ @mpany. ol th8 amount

for which this ass,stEncs is requgstod.
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Consultant, Medical Superinlendent,
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SIGI{ATURE of TRUSTEE I
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gy affixing hereunder, signature of our Authorised Signatory for recommending lhis caseipatient for financial assistance lrom Koshika Foundation, we

(Hospital) herBby affirm & accept lollowing.

1) that wB nEithar ar€ pr€ssnlly nor will in luture avait ol financial assistance from snolh€r NGO or any other source, for the same patienuca8€, as we aro

.;questing to get fram Koshika Foundation, to the extent that such assistance is grantod by Koshika Foundation. ll lhe requested assistance is not grantod

by koshik; Foundation, rn part or tn full. lhen the Hosprlal reserves il s ighl to make up lhs shortfall from anoth€r NGO or any oth€r source. This

c;nfirmatron ossentiatly states that the Hospital will not avarl any duplicale assislance for lhe same patient/case from any other NGO or any olher source.

2) The asststance from Kosh ka Foundatron rs only frnancral rn nature The chorce of the kealmenl/procedure advised/conducted by lhe Hospital on tho

p;tienl, is based on the afiangemenl between lhe patient & lhe Hosprtal, and rs in no way infl!enced by Koshaka Foundalion. l'lenc€, lhe Hospilal will

assume sole E complet€ responsibility of the t.eatmenl E it's outcome & satety ol lhe palrgnt, and Koshika Foundalion will have no rcle or responsibility

in the matter

1) By afilxing my signature or thumb ampression on this Form, I (Applicant) h6reby agree & authorise Koshika Foundation and it's Trustsss to

use/publish/put-up/reproduce my name, address, photo & details of lhe'purpose', lor rvhich such assistance is requested/granted. through any

medium, including but not limited to verbat. print, electronic, for soliciting donalions lor Koshika Foundation and/or disseminating information about il's

activities/achiev€rnents Such use ol my photo & details can be made by Koshika Foundation betore or after my trealment or fulfilment ol the "purpose'

lor which assislanc€ is being rgquested.

2) I (Appticanl) f!rther agree lhat any such use of my name. address. photo & details ot the "purpose', for which such assislance is rgquesled/granled.

wilt not automalicalty enti e me tor receivrng or conlinuing the said assislance The d€cision for granlrng and/or continuang lhe assistanca will rest solely

with lhe Trustees ol Koshrka Foundatron. and lheir decisron is lhrs regard will be final and acceplabl6lo me
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