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DECLARATION by APPLICANT: 3rr+({ BFl'iNln .1-i:

1 ) I hereby confirm lhat all detarls rn thrs Form are True to the besl ot my knowledge Any talse stalemenl wrll render my Applrcatjon & ongoing assistance. if any.
lrable lor rerecton/crncellat0n.

2) I solernnly confirm that assistanc€. if roceived lrom Koshika Foundation, will b€ used only for tho 'purpose". as stated rn thrs Fom. for which such assislanc.

was.equestod bi me.

Sy t nerirUy confiin tlat I have not & will not in futur€, availof reimbursement. in part or in full, lrom any other source/employ€/insuranca company. of lhe amounl

for which thas assistanca is roquested.
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By atfixing hereunde( signalure ol our Authorised Srgnatory for re€ommending lhis gase/patient lor frnancial assistance lrom Kgshaka Foundation, we

(Hospital) hereby afiirm & accept following

t; tnat we nerltrer are presently nor wrll in lulu16 avail ol financial assistance from another NGO or any other source, for the same patienucasg, as we ar8

r;quesling to gel from Koshiki Foundalion. lo the exlenl lhat such assislance as granted by Koshika Foundalron. ll the requested assistance is not granted

Oy'ioinlfi fo-rnO"tion, rn part o, in full, then the Hosp(al reserves rl's rght lo make up lhe shonfall from anolher NGO or any other source. This

confrrmalron essenlialty states thal the Hosprtal wilt nol avail any dup|cal€ assislance for lhe same patient/case from any other NGO or any olh€r source

2) The assrstance from Koshrka Foundatron rs only I nancral in nature The chorce ol lh€ lreatmenvprocedure advised/conducted by the Hospital on lhe

gattenl, ts based on lhe arrangemenl b€tween the patienl E the Hospllal, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill
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A co.pt"le r€sp;nsrbitrty of th€ treatment & it's o!lcome & salsty ol lhB patienl, and Koshika Foundation will have no role or r€sponsibility

in the metter

t ) By affiring my signatu.e or thumb impression on this Form, I (Applicanl) hereby agree E authorise Koshika Foundation and it s Trustees to

use/publish/put-up/reproduce my name, address, pholo & details ol the'purpose", for which such assistance is rgquested/granted, through any

medium, including bt l nol timitgd lo verbat, p.int, eiectronic, for soliciting donalions for Koshlka Foundation and/or disseminating ioformation about it's

actlvities/achievemenls. Such use ol my photo & delails can be made by Koshika Foundation belore or afler my lrealm6nt or lulfilment of the'purpose"

lor whrch assislance rs being requested

2) I(Applicant) l!rlher agree that any such use ol my name. address. photo & delails ollhe "purpose" for which sirch assislance is rsquested/granted,

will nol autgmaltcally enli e me for r€cervtng or conlinurng the said assistance. The decision fo[ grantrng and/or conlinuing lhe assistance will rest solely

wrth the Truste€s ot Koshika Fo!ndatron. and lher deqsron is lhis regard will be finsland acceptable lo mo
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