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DECLARATION by APPUCANI: qrtw ET{ dcqr yi:
1) lhoreby confirm thal alldetails in this Form are True to the best ot my knowledge. Any false stalement will render my Application & ongoing assistance, if any,

liable for rojectiodcanceilation.
2) I solemnly confirm that assistance, if received Lom Koshika Foundation, will be used only for the 'purposs', as stated in this Form. for which such assistanca

was requested by me.
iiif,"tirUy 

"o"n,i, 
tf,a I have not & witl not in future, avail of reimbursement, in part or in tull, fom any oths source,/employer/insurance company, of the amount

for which this assistance is requested.
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1) By affixing my signature or
use/publish/put-uP/reproduce
medium, including but not limi

activities/achievements. Such

for which assistance is being .equested.

2) I (Apptican0 turther agreJthat any such use ol my name, address. photo & dotails ofthe'purpose', for whlch such assistance is requested/granted,

witt noi automaticatty eniile me for roceiving 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 r€gard will be final and acceptabl€ to me
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Byaffixinghereundel,signatureofourAuthorisedsignatoryforrecommendingthiscase/patientlorfinancialass istance from Koshika Foundation, we

(Hospital) hereby affirm & accept lollowing:
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tro,riKoshir<a Foundatioiiii onrinnin"i"rin ti"tr* rhe choice ofthe treatmenuprocedure advised/conducted bv the Hospitalon the

heiinnr rs based on the arranoement between ih;pat;nt E the Hospital, and is in no way influencad by Koshika Foundation. Hence, the Hospitalwill
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,realment & rt's outcome & safety of the patient. and Koshika Foundation will have no role or r€sponsibilitv

rn the matler.
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thumbimpressiononthisForm,l(Applicant)herebyagree&authoriseKoshikaFoundationandit,sTrusteeslo
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