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OECLARATION byAPPLICANT: 3rFr(dF ,m qlqql Yr:

1) I hereby confirm thal all detarls rn thrs Forrn are True to lhe best ol my knowledge Any lalse slatemenl will render my Apphcatrcn & ongoing assistance, if any,

liable lor releclon/canc€llatron.

2) I solemnly confirm that assistance. if received from Koshika Foundation. will be used only for tho "purpose'. as stated in thrs Form, for which such assistaocl

was .equested bi me.

3) I hereby conllrm that I hav8 not E s/ill not in future, avail of reimburs€m€nt, in part or in full, from any other source/employer/insurancs company, of ths amount

for which this assistanca is requested.
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't) By altixing my signature or thumb impression on this Form, I {Applicanl) hereby agree & authorise Koshika Foundation and it s Trust6os to

use/pubtish/pul-up/reproduce my name, address. photo & details ol the'purpose", tor which such assistance as requested/granted, through any

medium, including but not limiled lo vgrbal, print, electronic, for soliciting donatlons for Koshika Foundatlon and/or disseminsting informalion about it's

activities/achievem€nts. Such use ol my photo & details can be made by Koshika Foundation bgfore or after my keatment or tulfilment of lhe'purpose'

lor whtch assislanca is berng requested

2) t(Applicant)lrrdher agree thar any such use oi my name, address pholo&dglailsollhe-purpose'forwhichsuchassistancejsrequested/granted,

will n.rt automaltcally enlitte me Ior recerving or conlin!rng the said assrstanc€. The decision lo, glanting and/or conlinuing the assislanca will rsst solely

wilh the Trustoes ol Koshrka Foundalron. and lherr decrslon is thts aegard will be final and acceptable lo me
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for frnancial assistance from Koshika Foundation, we

(Hospital) hereby affi.m & accepl lollowing:

1) that ws neither are presently nor will in luture avail ol financial assistance from anoth€r NGO or any other source, for the same pati€nucase, as we ars

requestrng to get from Koshika Foundation. ro the extent that such assistance is granted by Koshika Foundalion. lf the requested assisisnce is not granted

by Koshak; Foundation, rn part or rn lull, lhen the Hosprlal reserves rl s nght to make up the shorllall from anolher NGO or any other sourc€. This

confirmalton essenlialty states thal lhe Hosprlal wil nol avarl any duplicale assrstance for lhe same patienvcat€ fiom any other NGO or any other souace.

2) The assistance lrom Kosh ka Foundatron rs only I nancral rn nal!re The choice of lhe lrealmenupaocedure advised/conducted by lhe Hospital on tho

patient, is based on the arrangement belween the patrenl & the Hospital, and is in no way influenced by Koshika Foundation. Hence.lhe Hospitalwill

assume sole & complete r€sponsrbility of th€ Iroalment & il's oulcom€ E safety of the patient, and Koshika Foundalion vvill have no role or responsibility
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