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DECLARATIOT by APPLICAflI: qI+(6 !R qiqlI V,I

1)l hereby conrirm that alldetails in this Form are True to the best of my knowledge. Any false slatement willrender myApplication & ongoing assistance, if any,

liable for rejection/cancellation.
Z) iiofemnfy bnnrm tfrat assistanc€. if received from Koshika Foundation, will be used only for the 'purposo', as stated in this Form for which such assistance

was requested by me.
il iti"-i-Ui*"i-fi ha I have not & will not in luture, avail of reimbursement, in part or in full, from any other source/employer/insurance companv. of the amount

for which lhis assistance is requested
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1) By afiixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address, photo & detail

medium, including bul not limited to veabal, print, electronic, for

activities/achievements. Such use of my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and ifs Trustees to

s ol the 'purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating informatlon about it's

made bt Koshika Foundation belore or after my treatment or futfilment ol lhe 'purpose'

for which assistance is being requested

2) I (Applicant) furlher agree that any such use of my name, address, photo & details ol the 'purpose', tor which such assistance is requested/granted'

witt noi automaticatty oniitle me for receiving or coninuing the said assistance. The decision for granting and/or continuing the assistance 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 affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance faom Koshika Foundalion, we

(Hospital) hereby affirm & accept following
1) that we neither are pre sently nor will in future avail of flnancial assistance frcm another NGO or any other source, lor the same patienucase, as we a.e

requesting to gel fiom Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. if the requested assistance is not granted

by Koshika Foundation, in part or in full, then the HosP ital reserves it's right to make up the shortfallfro m another NGO or any other source This

confl rmation essentiallY states that the Hospitalwill not availany duplicate assistance ,or the samo patienl/case from any other NGo or any othel source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprccedure advised/conducted by the Hospital on the

patient, is based on ths arrange ment between tho patient & the Hospital, and is in no way intluenced bY Kosh ika Foundalion. Hence, the Hospital will

assume sole & complete responsibility of the treatmBnt & it's outcome & safety ofthe patient, and Koshika Foundation will havo no role or responsibility

rn the matter.
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