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OECLARAIION by APPLICAI{I: fi*r?r tm ,iiq Tr;

1) I hereby contirm that all detarls rn thrs Form are True to the besl ol my knowledge. Any lalse stalement will render my ApplrcatDn E ongoing assistance, if any,

liable ior relection/cancellalron.

2) I solemnly confirm that assistance. rl Gceived from Koshika Foundation. willb€ usod only lor the "purpose". as stated in this Form. to. which such assistancr

was requested by me.

3) i hereby Conllrm lhat I have nol & willnot in future, availot rormbuIsgment, in pan or in full, from any olher source/employ€r/insurance company. ofthe amgilnt

for which this assistanc€ is r€quested.
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SIGNATURE of TRUSTEE 1
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1) By afiixing my signature or thumb impression on this Form. I (Applicanl) hereby agree & aulhorise Koshika Foundation and it's Truste€s to

uselpublish/pul,up/reproduce my n8me, address, photo & details of the'purpose'. lor which such assistance is rcquested/granted. through any

medium, inctuding but not limited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or diss€mlnating info.mation about it's

activities/achievements. Such use of my pholo & details can be made by Koshika Foundation befo.e or after my treatment or fulfihent ol the'purpose'

for whrch assistance rs being requesled

2) I (Appticant) tunher agree lhat any such use of my name. address. photo & details ol lhe "purpose for which such assistance is roquested/granted.

will nol aulomalrcally enlill6 me lor receiving or continurng the said assrstance. The decisron lor granting and/or continuing lhe assistance will rgst sol€iy

vyith lhe Truslees ol Koshrka Foundalron. and lherr decrsron is thrs regard will be lanal afld acceptable to me
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By atfixing hereunder, signature of our Authorised Signatory lor recommendinE this case/patienl lor financial assislance lrom Koshika Foundalion. we

(Hospital) hereby affirm & accept lollowrngl
t) tfal we nstther are presently nor wtll in fuluae avail ol tinancial assistance lrom anolher NGO or any other Source, lor the sarhe pati8nvcase, as we arg

requesting to get from Koshika Foundation. to the extent thal such assislance is granted by Koshika Foundation l, lhe requested assistance is not granted

by Koshtk; Foundalion, tn parlortnlull then the Hospilal reserves rl s nght lo make up lhe shortfall lrom anolher NGO or any other source. This

c;nfirmatton essentiatty states thal the Hosprtal w ll nol avarl any dup|cale assistance lor the same palienUcase lrom any other NGO or any other source.

2) The assrstance from Koshrka Foundahon rs only I nancral rn nalure. The chorce o{ lhe treatmenuprocedure advlsod/conducled by the Hospital on lhe

patjent, is based on the afiangement between lhe patrenl A the Hosprlal, and rs in no way rnfluenced by Koshika Foundation. Hence, the Hospitalwill

issume sole & complete responsibility of the trBalmenl & it s outcome & salety of lhe patienl, and Koshika Foundation will have no rolg or rBsponsibility

in the matter.
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