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OEGLARATION by APPLICANT: ert<6' Em slqql qr:

1 ) I hereby confim hal all details in this Form are True to lhe best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable lor rejscliorvcancallalion.
2) I solEmnry ;ufrrm lhat assistance, if recsived lrcm Koshika Foundation, will be used only for the "purpos6'. as stated in this Form. for which such assislance

was requested by me.
3) I he;by confinn $at I have not & !,rill not in future, avail of rgimburs€ment, in part or in full, from ahy other source/employer,'inslrance crmpany, of the amou

for which this assistanc€ is requested.
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1) By afilring my signature or thumb impression on thls Form, I (Applicant) hereby agreg & authorise Koshika Fouodation and it's Trustees to

use/publish/put-up/reproduce my name. address, photo & details ol the "pu.pose", for which such assistance is requested/granted, through any

medium, tnciuding bui not timite; to verbal, print, olectronic, for soliciting donatlons lor Koshika Foundation and/or disseminatjng information about it's

activitiesi achiev;ents. Such use ol my photo & detalls can be made by Koshlka Foundation berore or after my treatment or fumlment ofthe'purpose'

for which assistance is being requested.

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

;ll noi automatically eniitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

wilh the Trustees of Koshika Foundation, and th€ir dgcision is this regard will be final and acceptabls to m9.
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By afiixing hereunder, signature of our Authorised Signatory for recommending this case/patient lor linancial assistance from Koshika Foundation, we

(Hospilal) hereby affirm & accept lollowing:
ilifrli *i, n"ith;|. r|." presently nor will iniuture avail of financial assistance from another NGO or any other source. for the same patienucase, as we are

|.dqresting to get from'foshik; Foundation, to the extent that such assistance is granted by Koshika Foundation, lflhe requested assistance is not granted

U,'ii"iiii""i"'r"Ai-ti"", in faa oiin tutt, rnen ttre Hospital reserves it's right to m;k€ up lhe shortfall from another NGO or any other source. This

"6nnr."tion 
essenUffy st;tes that the Hospital will not avail any duplicate assistanc€ lor ths samo patient/casE from any ofher NGO or any other source'

2) The assistance from Koshika Foundatio;is only financial in ;ature. The choica of the treatmenuprocadure advrsed/conducted by lhe Hospilal on the

.1,i.'"'' 
"i. #"-iij-"iiiii" ;;;;;r;;ib;ii;;"; rhe'oatient & the Hospital, and is in no way innuencsd by Koshika Foundation Henc6 th€ Hospital will

;il;;; ilil;;i;i"-i!"ri-^iiuiini "ig'" 
treatrient a it's outcome & safety o, the patient, and Koshika Foundation will have no role or responsibrlrtv

in the matter
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