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OECLARATION byAPPLICANT: rrl+€ ,r qn!n cri

1) I hereby confirm thal all details rn thrs Forrn are Trle to the besl ol my knowledge Any false stalement will render my Applicstion 6 ongorng assistance. ifany,

lrable Ior rejectron/c€nce,lalron

2) I solemnly confirm thal assistranc€, rl .ecerved lrom Koshika Foundation. will be used only {or the 'purpos€'. as stated in this Form. lor which such assistan@

was requested bi me.

3) I hgr;by confirn that I have not & will not in futur€. avaal of reimbursement, in part or in full, from any other source/gmployer/insurancg @mpany. ol tho amount

tor which lhis assistance is requ€stsd.
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By alfixing hereunder, signature of ourAuthorised Signatory for recommending thrs case/patienl lor financial assistance from Koshika Foundation, we

(Hospital) hor€by alfirm & accepl following:

1) that we nerther are presently nor wilt in lutur€ availof Unancial assistance irom another NGO or any olhgr source, lor ths same patienucase. as we are

r;questing lo gel from Koshika Foundation. to the exlent that such assistance is granted by Koshika Foundalron. lf the roquegtsd assistance is not granted

by Koshik; Foundation, n parl or in full. then the Hosprlal ressrvos il s flght to make up the shortlall from anolher NGO or any other source. This

confirmation essenliatty states thal the Hosprtal will nol avail any duplicale assistance for lhe same pattenUcase from any other NGO or any olher source

2) The asststance from Kosh ka Foundatton rs onty fLnanctat rn nature The chorce of lhe lreatmenUprocedure advised/conducted by lhe Hospital on lhe

p;tient, is based on the arrangement belween the patienl & the Hospital, and rs in no way influenced by Koshika Foundalion. Hence. the Hospital will

issume sole & complete resp;nsrbility ol the treatment & it s outcome & salety of the patr€nt, and Koshika Foundation will have no role or responsibility

in the rnatter

1) By aftixing my signature or thumb impression on this Form, I lApplicant) her€by agree & autho.ise Koshika Foundation and il s Trustegs to

usei publish/put-up/reproduce my oame, address, pholo & details of the'purpose", for which such assrstance is requestod/granted, th,ough any

medlum, including bul not timited to verbal, prinl, slectronic, lor soliciting donations for Koshika Foundation and/or dissEmin€ting information aboul it's

aclivities/achi€vements. Such use ol my photo & details can be made by Koshika Foundation before or after my treatment or fulfilmenl of the 'purpose'

for which assistance rs berng r€quesled

2) I (Appticant) further agree thal any such use ol my name address, photo & details ol lhe "purpose". for whrch such assistancE is requosted/granted,

will nol automatically enli|e mg lor recerving or conlinurng the said assislance. The decision lor granting and/or continuing th€ assistance will rost solely

with the T(ust€es of KoshrKa Fo!ndatron and lherr declsron is lhis regard will be final and acceptable to me
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