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OECLARATION by APPLICANT: xr+(+ EIn FjFIIII tn:

1) I hereby confirm that ail details tn thts Form are True to the best ol my knowledge Any false statement will .ende. my Application & ongoing assisl,ance. if any,

liable lor rejectrcn/cancellatton.

2) I solemnly confirm that assisbnce, il received irom Koshika Foundation, will be us€d only for the "purpose", as stated in this Form. for which such assistanc€

was requested b) me.

3)l her;by conlfin that I hav€ not & will not in future, availof rermbursem€nt. in part or io lull, from any other sourc€/employgr/insurancf company, of lhe amount

for which this assistrance is r€quostod.
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1) By afiixing my signature or thumb impressaon on this Form, I (Applicanl) her€by agre€ & authorise Koshika Foundation and its Trusto8s to

use/pubtish/put-up/reproduce my name, address, photo & details ol the "purpose". lor which such assistance is .equested/granted, through any

medium, including bul not limited to verbal, prinl, electronic, for soliciting donatlons lor Koshika Foundation and/ot dissominating informalion about it's

activities/achievements Such use of my photo E details can be mad6 by Koshika Foundalion belore or atter my keatmonl or fulfilmenl of the "purpose'

Ior whrch assistance is berng requested

2) I (Apptrcant) lurther agree that any such use oi rny name address, pholo & delails of lhe "purpose', for whrch such assistancE is requested/granted,

wi ncrt automatacalty enlifle m€ for rec€ivin9 or conlinuing the said assislanc6 The dscision for granting and/or continuing lhe assistance will lest solEly

wrlh the Trustees of Koshtka Foundalron and therr declsron is lhis regard will be final and acceptable to me
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By affixing hereunder, s€nature of our Authorised Signatory fol rgcommending this casg/patienl fol linancial assistance from Koshika Foundation, we

(Hospital)hereby affirm I acc€pl foliorving:

t) that we neither are prasenlly nor wrll in luture avail ot financial assistanoe from another NGO or any other source, for the same patignt/case, as ws arg

requesting to get from Koshika Foundation, to the extent that such assislance is granted by Koshika Foundation. lf the requosted assistance is not granted

by Koshik; Folrndation, in part or in lull, then the Hosprtal reserves it s right to make up lhe shorllall lrom anoth€r NGO or any other source This

c;nfirmatron essentiatty states thal the Hosprtal will not avail any duplicate assislance for lhe same patienl/caso from any othel NGO or any other source.

2) The assrstance trom Koshrka Foundatron ls only frnancral rn nalure The chorce ol the lreatm€nvprocedure advised/conducled by the Hospital on the

pattent. is based on the arrangemenl between lhe patrent & lhe HosOltal, and is in no way inlluenced by Koshika Foundation. Hence, the Hospitalwill

assumo sole & complete responsibilily of the treatmenl & it s outcomg & salely ol the pationl, and Koshika Foundation will have no rol€ or rssponlibility

ln the matler.
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