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DECLARATION bY APPLICANT: EIttEfi EM q!Tg[ rT:

1) I hereby contlrm that all details in thrs Form are True to the best ol my knowledge. Any lalse slatement will render my Application & ongoing assistance. if any,

liable for rejection/cancellanon.

2) I solemnly confirm that assistance, if receivod from Koshika Foundation, will be used only for lh€ "purpose'. as stated in this Form, for which such assisianc€

was requested b) me

3) I hereby confi.m that I havB not & will not in future, avail of r€imbursement, in parl or in full, from any other source/employe/insuranc-a company. ofthe amount

for which thig assistance is requ€stsd.
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SIGNATURE OfTRUSTEE 1

qrd ERr${ r

1) By afilxing my signature or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and it s Truslses to

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

m€dium. including bul not limited to verbal, print, electronic, lor soliciting donations lor Koshika Foundation and/or disseminating information about il's

activities/achievements. Such use of my pholo & details can be made by Koshika Foundation bsfore or after my lrealment or fulfilment of the 'purpose'

for which assistanco is being requesled

2) I (Applicant) lUrther agree that any such use ol my name address, photo & dolails o{ the purpose" ior which such assrslance is roquesled/granlad,

will nol automatically entilte me for receiving or contin!rng lhe said assrstance. The decision for granling and/or continuing the assistance will rest sol€ly

wrth lhe Trustees of Koshlka Foundal on. and their decisron is this regard will be final and acceptable lo me
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gy affixing hereunder, signature of our Authorised Signalory for recommending this case/patient for tinancial assislance from Koshika Foundation, we

(Hosprtar) hereby aflrrrn & accept followrng

1) that we nerther are presenlly nor wrll in fulure avait of financial assistance lrgm anoth€r NGO or any other sourca, for the same patienvcase, as we are

requesling to gel from Koshika Foundalion, to the exlent that such assistance is granted by Koshika Foundation. lf lhe requested assistance is not grahted

by Koshika Foundation in parl or tn full then the Hosprlal reserves rl s flghl to rnake up the shorlfall lrom another NGO or any other source This

cofifirmation essentially states that the Hosprtal wil nol avail any duplicale assrslance for the same palrenvcase lrom any olher NGO or any olher source.

2) The assistance {rom Kosh ka Foundatron rs only f nancral in iatLrre The choice ol the keatmenvprocedure advised/conducted by the Hospital on lhe
pattent, is based on the arrangement belween the patienl & the Hosp lal, and is in no way influenced by Koshika Foundation. l-lence, the Hospital will

assume sol€ & complel€ responsibility of th€ trealment & it s outcome & safely of tho pati€nt, and Koshika Foundation will have no role or responsibility

in the matter.
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