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DECLARATIOT{ by APPLICANT: qri(6 Em dcrrr rrr:

1) I hereby conlirm that alldetails in this Form are True lo the besl ot my knowledge. Any false statement Mll render myApplicstion & ongoing assistance, if any,

liable for rejectiorrcancellation.
2) I solemnry ;nfirm lhat assistance. if receivGd lrom Koshika Foundation, will be us6d only for the 'purpos€', as stated ln this Fom, for which such assistance

was requested bY me.
Siitiir;by i""fril tia I have not & wil not in future, avail of roimbursement, in part or in tull, from any other source./employer/insurance company' of the a

for which this assistance is requested.
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SIGI{ATURE of TRUSTEE 1
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtish/put-up/reproduce my name, address, photo & details of the 'purpose", for which such assistanco is requ€sted/grantod, through any

medium, inciuding but not limited to verbal, print, electronic, for soliciting donatlons for Koshika Foundatlon and/or disseminating information about it's

activities/achievements. Such use of my photo & delails can be made by Koshika Foundation b€tore or after my treatment or lumlment ot lhe 'purpose'

for which assistance is being requested.

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

witt noi automatically eniifle me for receiving or conlinuing 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 horeunder, signature of our Authorised Signatory for reclmmending this case/patient forfinancial assistiance from Koshika Foundation, we

(Hospital) hereby afilrm & accept following:
iiitli"i n"lth;|' 

"," 
presenty nor wlll iniuture avail of financial assistance from another NGO or any other sourco. lor ihe same patienvcase, as we are 

-

,dqreitng to g"t from'fosfriki founOation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistanct is not granted

U,'iiiiili""i&"Oir:"", in part oiin tutt, tnen the Hospital rsserves lt's right to m;ke up the shorthll frorn arnther NGO or,any other source. This

c6nnimation essentiatty st;tes that the Hospital will not avail any duplica[€ assistanc€ for the same patient/cass from any other NGO or any othor sourco'

ijirr" irii"t"n"" t oni Koshika Foundatio; is onty financial in natu.e. The choice of the treatmenVprocedlre advised/conducted by the Hospital on lhe

pltientl"-U"suO on ifr" a(angemont betwaen the'pati€nt & the Hospital, and is in no way innuenced by.Koshika .Foundation. Hence, ths Hospital will

liirri *f" a .orpf"t6 resp;nsibitity of the tr€atrnent & it's outcome & salsty oI ths pati€nt, 8nd Koshika Foundation will have no role or responsibility

rn lhe matter.
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