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oECLARATION by APPLICANT: ,rr+(+ Em qlcln qr:

1) I hereby confirm that alldetarls in thrs Form are True lg lhe best ol my knowledge. Any false statemenl will render myAppllcation & ongoing arsistance, if any.
liable for reJectpn/cancellation.

2) I sotemniy confirm that assistanc€. if received trom Koshika Foundation. will b€ used only for lhe 'purpose". as slaled in this FoIm. for which such assistance

was requested b) me.

3) I hersby confirm that I have not & will not in tuturs, avail of reimbursement, in part or in full, from any other sourca/employe./insuranco company, of lhe amount

for which this assistsnce is requested.
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By affixing hereunder, signature of orr. Aulhorised Signatory for recommending this case/palignl ,or financial assrstance from Koshrka Foundation, we

(Hospital) hereby afftm I accepl lollowrng
1) lhal wa neither are presently nor will in future avail of financial assistance lrom anothar NGo or any oth€r source, for the same patient/case' aE we aro

r;questing to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundataon. lf the requEst€d assistisnco is not granted

by koshik; Foundation, rn pad or in full. then the Hospilal .eserves ll s flghl lo make up the shortlall from anolh€r NGO or any othsr sourcs. This

c6nfirmation essentrally states thal the Hospilal wrll nol avail any duplicale assistance for lhe same palienucase lrorn any other NGO or any other source.

2) The assrstance from Koshrka Foundatron rs only t nancral rn nalure. The chorce o, the lreatmenUprocedure advrsed/conducled by the Hospital on the

patient, is based on the arangemenl belween lhe patrenl E the Hospital, and is in no way rnlluenced by Koshika Foundalion Hence, the Hospitalwill

assume sole & complete responsibility of tho treatment & it s outcome & salBty ol thB patienl, and Koshika Foundation will have no role or rgsponsibility

in the matter.
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1) By afiixing my signature or thumb impression on lhas Form, I (Applicant) hereby agree & authorise Koshika Foundalion and il s Trustees to

use/publish/pul-up/reproduce my name, address, photo & dotails of lhe'purpgse', lor ryhich such assistanco is requested/granted, thtough any

medium. including but not limited lo verbal. print. sleclronic, tor soliciting donatlons for Koshika Foundation and/or disseminating information about it's

aclivities/achievements. Such use of rny pholo & detalls can b€ made by Koshika Foundation before or after my lreatment or lultilment ol tho 'pu.pose'

for whrch assistance is being request€d

2) I (Applicant)fu(her agree thal any sr,rch use ol rfly name address photo & detaals ol the "purpose'. fo. which such assistanca is requested/granted,

wilt not automaticalty enlitle me for receiving or conlinuing the said assrstanc€. Th€ decision for grantrng and/or conlinuing lh€ assistance will .esl Eolely

with the Truslees of Koshrka Foundalron. and lh€rr decisron is lhrs regard will be final and acceplabl€ to me
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