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OECLARATION by APPLICANT: lir+q6 E( d$rn !?:
1) I hereby confirm thal all details in this Form are True to the best of my knowledge. Any false statement will render myApplication & ongoing assistance, if any,

liable for rejecliorrcancellation.
2) I solemnly;lnfirm that assistanc!. it received lrom Koshika Foundation, will be used onlylor the'purpose', as stated in this Form, for which such assistance

was requested by me.
3Il hereby confi;m thal I have not & will not in tuture, avail of reimbursement, in part or in full, from any other source/employer/insurance company, ofthe amount

for which this assistance is requested.
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(Hospital) hereby afiirm & accept following:
ii;#i;;;;it#r;;; p,eseniy nor wttt in-tuture avail ot financial assistance from another NGo or any other source, for the same patient/case, as we are

rdquest;n! to get from'fosniti founoation, io ttre eitent that sucn assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

bv Koshika Foundation, in part or in full, then the Hospital reserves it's right to m;ke up th; shortfall from another NGO or any other source. This

;;;r#;;;; ;il;til; .i3i"l mi rn" iotpitii witt n6t avait any oupticaie assistance ior the sam6 patienucase from anv other NGo or anv other source'
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itri"t"n"" froniKoshika Foundatio; is onty financial in ;ature. The choice of the treatmenuprocedure advisedi conducted by the Hospital on the

plti".,,t].-t"i"O on it'" anangement between ine'patieni& ttre tlospital, and is in no way intluencsd by Koshika Foundalion. Hence, the Hospital will

;i"r-i, *r" a *rpf"te rosSnsibitity of the treatrneniA it's outconie & safety ofthe patient, and Koshika Foundation will have no role or responsibility

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & suthorise 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, inciudini tui not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or diss€minating information about it's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or fumlment of the 'purpose'

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

;ill noi automatically eniitle me for receiving or continuing the said assistance. The decision for granting 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, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

in the matter.
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