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DECLARATIO by APPLICA I: TcTT<6, !R s}sql YI:
1) I hereby conlirm lhat alldetails in this Form are True to the best of my knowledge.Any false statement will render my Appllcation & ongoing assistance, if any,

liabl€ for r€jecliodc€ncellation.
2)l solomnly confirm that assistanc€, af received from Koshika Foundation, willbe used only for the'purpos€', as slated in this Fo.m. forwhich such assistance

was requested by me.
3) I her;by confiin hat I have not & will not in future, availof reimbursement, in pad or in full, from any other source/employsr/insuranc€ company, of the amount

for which this assistance is requested.
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.1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/iublishi put-up/ieproduce my name, address, photo & details of the 'purpose', for which such assistanc€ is rgquestod/g.anted, through any

medium, inciuding but not limited to verbal, print, elecuonic, for soliciting donations tor Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation More or after my treatment or fumlment ofthe'purpose'

for which asslstance is being requested.

2) I (Applicant) further agree that any such use of my name, address. photo & d6talls of the "purpose', lor nrhich such assistance is requested/granted,

will noi automalically enii e me for receiving or continuing the said assistance. The decision fo. granting and/or continuing the assistsnce will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me
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By aflixing hereunder, signature of our Authoris€d Signatory for recommending this case/patient for financial asshtance from Koshika Foundation, we

(Hospital) hereby afllrm & accept lollowing:
.t; ttrat we neittrer are presently nor will inluture avail ol financial assistance f.om another NGO or any other sourc€, for the same patienvcase, as we are

rdquestinl to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundalion. tfthe requested assistance is not granted

U-yio"f,ifl io"unOation, in part or in full. then the Hospilal reserves its right lo m;ke up the sho.tfall from anolher NGO or any other source This

c6nfirmation essentia y st;tes that the Hospital will not avail any duplicate assistance for the game patienucase from any other NGO or any other source.

ijtne assistance trom Koshika Foundation is only financial in ;ature. The choice of the tteatmenuprocedure advisedi conducted by the Hospilal on the

p;Ie;t, is based on th€ arangement betweon thapatient & the Hospital. and is in no way inf,uenc€d by Koshika Foundation. Honce, the Hospitalwill

iisume sole & complete resp;nsibility of the treatment & it's outcome & salgty ot the patient, and Koshika Foundation will have no rol€ or responsibility

tn lhe matter.
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