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DECLARATIOI{ by APPLICANT] ITTG EM qFIIII Vi:

1) I hereby confrrm that all details in thrs Form are True to lhe best of my knowledge. Any false stalemenl wrllrender myApplrcation & ongoing assislance. if any,

liable for releclion/canc€llation.

2) I solemnly conlirm that assistance, if receiYed lrom Koshrka Foundation will b€ used only for ths 'purposo'. as stated in this Form, for which such assistance

was requested bi me

3) I her;by confirm that I haye not & wilt nol in futur6. avail of reimbursement, in pan or in full. from any other source/employ€r/insurance company, of th9 amount

for which this assistance is r€questod.
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1) By affixing my signalure or thumb impression on this Form. I (Applicant) horeby agree & authorise Koshika Foundation and il s Truslees lo

use/pubtish/pul-up/reproduce my name, address, photo & details of the'purpose', lor which such assistance is requested/granted. through any

medium, including but not limited to verbai, print, electronic, for soliciling donalions for Koshlka Foundalion and/ol dissemlnating informalion about it's

activilies/achievements. Such use of my pholo & details can be made by Koshika Foundation belore or aftEr my trealmenl or fulfilm€nt of tho'purpos€'

for which assislance rs berng requested

2) I (Appticant) further agree that any s!ch use oi my name. address. photo E details ol the "purpose", for which such assistance is roquested/grantsd,

wi nol aulomaticalty €nlilto me for receivrng or conlinurng the said assrstance. The decision for granllng and/or continuing lhe assistance will aesl solely

wilh lho Truslees of Koshrha Foundalron. and lh€tr decrsron is lhls regard will be llnal and acceplable lo me
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By alfixing hereunder, signalure ol our Authorised Signatgry lor rscommending this case/patient for financial assistance Itom Koshika Foundation, lre
(Hospital) h€reby afiirm E acc6pt following:
i1 tnit we neitnd|. are presontly nor wrll in luture avail ol financial assistance ,rom anolher NGO or any other source, for the samg pati€nvcase, as ws a.9

requesting to get from Koshika Foundalion, to the extent lhat such assrslance is granled by Koshika Foundation. ll the requested assistanca is not granted

by Koshika Foundanon, in part or tn l!ll, lhen the Hosprtal reserves rl s nghl to mak€ up lhe shortfall from another NGO or any olh€r source. This

c;nflrmation essentraily states that the Hosprlal will not avail any duplicale assislance for lhe same patient/casB fiom any other NGO or any olh6r sourcB.

2) The assrstance lrom Koshrka Foundatron rs only frnancral in nature The chorce ol the lreatmenl/procedure advised/conducted by the Hospital on the

pallent, is based oo the a(angement between lhe patrent & lhe Hospital. and is in no way inlluenced by Koshika Foundalion. Hence, the Hospitalwill

assume sole & complete responsrbility of the lreatment & it s outcome & salety of lhe patient, and Koshika Foundation will have no role or rssponsibility

in the matter
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