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DECLARATION bY APPLICANT !CT&(6 !I{ S}CIII TI:

,) I hereby confirm that all details in this Fom are True to the besl of my knowledge. Any false slatement will render my Application & ongoing assistance, if any.

liable for rejectiorvcancellation.

2)l solemnly conllrm lhat assislance, if received frcm Koshika Foundation, willb€ us€d only for the 'purpose", as slated in lhis Form, for which such assislance

was requested by me.

3)l her;by conlirm that I have not & will not in future, availof reimbursement, in pad or in full, from any other source/employer/insurance company. of tho amounl

for which this assistance is requested.
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By afUxing hereunder, signature of ourAutho.ised Signatory for re.lmmending lhis case/patient lor financial assislance from Koshika Foundation, we

(Hospilal) hereby affirm E accept following:

i )lhat w; neith;r are presentlynor witl in-futurg avail of financial assistance lrom another NGO or any other source, for th€ same patient/case, as \/e are

r;questing to get from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assislance is nol granted

Uv koshilia Fo--undation, in part or in full, then the Hospital reserves it's right to make up the shortfall frcm another NGO or any other source This

c;nfirmation esseotialty st;tes that ths Hospital will not avail any duplicate assistsnce for tho same patienucase from any other NGO or any other source.

Z)The assistance from Koshika Foundation is only financial in nature, The choice of the tr€atmenuprocedure advised/conducted by the Hospital on the

p;tient, is based on the arrangem8nt between lhe patlent & the Hospital, and is in no way lnlluenced by.Koshika foundalion. Hence, the Hospitalwill

assurne sole & complete resp;nsibility of the treatment & it's oulcomo & safety of the patient, 8nd Koshika Foundation will have no role or responsibility

in the matter,

1) By aflixing my signature or thumb impression on thls Form, I (Applicant) hereby agree & authorlse Koshika Foundatlon and il's Trustoes to

use/publish/put-upheproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

medlum. inciuding but not timited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

aclivities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or alter my treatment or fulfilment of the 'purpose'

fo. which assistance is being requested.

2) I (Applicant) further agree lhal any such use of my name, address, pholo & delalls of the "purpose', for whlch such assistanc€ is requesled/gGnted,

witt noi automaticatty eniitle me for receiving or conlinuing the said assistance. Th€ decision for grantlng and/or continulng the assistance will rest solely

wilh lhe Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptablE to me.
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