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DECLARATION by APPLICANT: rqr+(6 ERI dsun vr:
'l) I hereby confirm that all dehils in this Form are Irue to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rei€ction/cancellation.
Zlt sotemnty ionfirm that assistance, if received from Koshika Foundatjon, willbe used only lo. the "purpose', as stated in this Form, forwhich such assistance

was requested by me.
Siin"r;t aonnrm h"t I have not & will not in luture, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which this assistance is requested.
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(Hospilal) hereby affirm & accept tollowing:
it tnlt we neittrer are oresentlv nor will in future avail ol financial assistance from another NGO or any other source, for the same patienvcase, as we are 

.

;JJ;il; ;;;i;;'Kiiniil i"r"lJti"., i" tt'e extent that such assistance is granted by Koshika Foundation. lt the requested assistance is not granted

;;ffi;ii'";"'il;i;..', ,ii "i, r,rU ir'i" ttre noipirat reserves it s right to m;ke up th; shortfall from another NGo or anv orher source. This

;;;#;;;;;;;;;,;;il riJt"" tij irr" iro"pit"l wi1 not avait any duplicale assistance ior lhe same patienl/case from anv other NGo or anv other source'
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pltient, is uased on ttre a,rangement betweei itr"'p"iLni a tn" trotpir"l, and is in.no way influenced by Koshika Foundation' Henc€ th€ Hospita! will

assume sole & complete responsibrtity ot t;; ir"rtri"nia ii;"outaonie & safety of the patient, and Koshika Foundation will havo no role or responsrbilty

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

ui rtisfviut-4plreproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

me t, inciudfrg but not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating information about it s

acti s/achievements. Such use oI my photo & details can be made by Koshika Foundation belore or after my treatment or lulfilmenl oflhe "purpose'

for ! ch assistance ls being requosted.

2) I (Appticant) lurther agrei that any such use oi my name, address, photo & details of the 'purpose'. for which such assistance is requested/granted,

,ritt noi autor"ti"atty eniifle me for receiving or continuing the said assistance. The decision for glanting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, gignature ofour Authorised Signatory for rectmmending this case/palienl for financial assistance from Koshika Foundalion, we
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