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OECLARATION by APPLICANT: xEr<i6 tm sr.!n !r:
1) I hereby conllrm thal all details in thrs Form are True lo lhe besl ol my knowledge. Any false statement will render my Applrcataon & ongoing assistance, if any,

Iable for rgection/cancellation.

2) I solomnly confirm that assistance. lf r€ceived from Koshika Foundation, will b€ ussd only for the 'purpose". as stated in this Form, lor which such assistranc!

was requested by me.

3) I horeby confirm that I have oot & will not in future, avail ol rsrmbuEemsnt. in pad or in full, from any other source/employ€r/ansurancs company, of lhe amount

for which lhis assisbnce is rsquested.
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1) By afiixing my signature or thumb imprsssion on this Form, I (Applicant) he.9by agree & authorisE Koshika Foundation and il s Trustg€s lo

use/publish,,putupkeproduce my nams, addrcss, photo & details gl the 'purpose". for which such assistance is requesled/grantod, lhrough any

modium including bul not limiled lo vsrbal, print, electronic, for solicillng donalions lor Koshika Foundatlon and/or disseminating informalion abgut it's

activities/achievements. Such use of my pholo & details can b€ made by Koshika Foundation belore or after my treatmenl or fulfilmenl ol tho 'purPose'

lor which assistance is berng requested

2) I (Applicant) turther agree that aoy sLrch use of my name. address, pholo & datails ol the "purpose , for which such assistance is requostedgranted,

wi not automatically enlilte me for receivrng or cgnlinurng lhe said assrstanc€. The decision for granlrng and/or continuing the assistance will rosl solely

wrth lhe Truslses ot Koshrka Foundaton, and lherr decrsron is thiS reqard wall be final and acceplabl6 lo me
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By affixing hereunder, signature ol our Authorised Signatory lor rEcommending lhis case/pati€nt for finsncial assistancl lrom Koshika Foundslign, we

(Hospital) hereby affirm & accapt following
1) lhat we neither are presenlly nor wlll in future avail ol financial assistance from angth€r NGO or any other sgurce, lor the same palionucase. as w€ ara

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

by Koshika Foundation rn parl or tn lull. then lhe Hospilai reserves tl s flght to mske up lhe shorllall lrom anoth€r NGO or any other source. This

c6nlirmalton €ssenlially states thal the Hosprlal wrli nol avail any duplicale assislance for lhe same patienl/case from any other NGO or any othar source.

2) The asststance lrom Koshrka Foundatron rs only frnancral rn nature. The choice of the keatmenuprocedure advised/conducted by the Hospital on the

p;tient, is based on the arrangemenl between the patrent A the Hospital, and is in no way inflirenced by Koshika Foundalion. Hence, the Hospital will

assume sote 6. complete r€sp;nsrbility of the trgatmenl & it's outcome & safely ol the patienl, and Koshika Foundalion will have no role or rssponsibility

in Ihe matler
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