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DECLARATIoN byAPPLICANT: 3{r+Fit lln lilqvn !-r:

1) I hereby confirm thal atl detarls tn thrs Form are True lo lhe besl ot my knowledge. Any false stalement wrllrender myApplicaton & ongoing assistance, if any,

lrable lor rejectrcn/cancellation.

2) I solsmnly ;onfirm that assistance. if received ,rom Koshika Foundation. will be ussd only for th€ "purpos6", as stated in lhis Form. for which such assistan6

was requested b", me.

ifine,iOy conn'in ffrat I havs not & will not in future, avail of reimbursem€nt, in part or in full, from any other source/employor/insuranc€ company, of the amount

for which this assistance is requested.
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t ) By afib(ing my signature or th!mb impression on this Form. I {Applicanl) hereby agree & authorise Koshika Foundstion and it's Trustees lo

usei pubtistr/put-up/ieproduce my name, address, photo & details of the 'purpose". tor which such assislance is requesled/glanted. through any

medium, inciuding bul not timiled lo verbal, prinl, olectronic, for soliciting donalions for Koshika Foundation and/or disseminatlng inlo.mation about il's

activities/achievements. Such use ol my photo & details can b6 made by Koshika Foundation before or afler my treatm€nt or lulfilment of the'purpose'

for which assistance is b€ing .equested

2) I (Apptrcant) furthe. agree that any such use ol my name. address. photo E detarls ol the "purpose". for which such assislance is requestgd/grantod,

wilt ;d automancally entile me tor r€ceiving or conlinurng the saad assrslance. The decision for granhng and/or continuing the assislance will rEst solely

with the Truslees of Koshtka Foundatron. and lhe decisron is thls regard will b6 final and accoplabls lo m€
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Bv afliring hereunder, signeture of our Authorised signalory lor recommending this case/patienl for linancial assistance from Koshika Foundation' we

(Hospital) hereby aflirm & accept lollolving:

i1 lnat wi nertner are presenly nor wrll in tuture avail ol Iinancial assislance lrom anoth€r NGO or an] olhor sourc€, for the same patient/case, as wo are

rdquesting to get from Koshiki Foundation, to the exlent that such assislance is granted by Koshika Foundation. It the requested assistance is not granted

by Koshik; Foundatron, in part or tn lull, lhen the Hosprtal reso.ves ( s nght to make up the shortlall from anothBr NGO or any other source. This

confirmatton essentiatty slales that lhe Hosprtal will nol avail any duplrcate assislance Ior lhe same patienUcase fiom any olher NGO or any olhgr source.

2) The assistance from Koshrka Foundallon rs only frnanciai ln nature The choice of the lreatmenl/proced!re advised/conducted by the Hospital on the

patrent, is based on the arangemenl between lhe pallent & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospitalwall

assumg sole & compl8te responsibility of the treatment E it's outcome E sal€ty of lhe pati€nl, and Koshika Foundation will have no role or responsibility

in the matter
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