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DECLARATIoi{ by APPLICANT: qlt<6 !m sisrn cr:

'l) I hereby conlirm that all details ln this Form ar€ True to ths b6st ol my knowledge, Any false stalement will render my Application & ongoing assislance, if any,

liable for rejectiorrcancellation.

2) I solemnly ;onfirm that assistanco. if receivod from Koshika Foundalion, will b€ usBd only for th6'purpose', as stated ih this Form, for which such assislance

was requested by me.

3)t her;by condn thal lhave not & witlnot in future, avail of roimbursement, in part or in full, from any other source/employer/insurance company, oflhe amount

for which this assistance is requestgd.
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1) By afiixing my signature or thumb lmpresslon on this Form, I (Applicant) hereby agree & authorise Koshika Foundatlon and it's Trustees to

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

medium, including but not limited to verbal, print, electronic, for soliclting donations for Koshika Foundation and/or disseminating informalion about it's

activities/achievements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or lulfilment of the "purpose'

for which assistance is being requested.

2) I (Applicant) further agree lhat any such use of my name, address, photo & details of the 'purpose', for which such assistance is requested/granted,

will not automatically entitlo m€ for recelving or continuing the said assistance. The decision for granting and/or continuing lhe assistance will rest solely

with the Trustees of Koshika Foundalion. and their decision is this regard will be linal and acceptable to me.
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By aflixing hereunder, signature ol ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundalion. we

(Hospital) hereby affirm & accept lollowing:

i1 ttrit wi neittrdr are presently nor will inlutur€ avail of financial assistance from another NGO or any other source, for the same patienVcase, as we are 
.

rdqueiting to get trom foshik; Foundation, to the extent that such assistance is gBnted by Koshika Foundation. lf.lhe rcquesled assistance is not granted

by Koshik; Fo-undation, in part or in full. then the Hospital reserves il s right to make up the shortfallfrom anolher NGO or any other source. This

c6nliimation essentialy st;tes that the Hospital will not avail any duplicaas gssistance for the samo Patienucas€ from any other NGO or any other source

iifne assistance troniKoshika Foundation is only linancial in nalure. Tie choico of the keatmenuprocedlre advised/conducted by the Hospital on the

Datient. is based on the arrangement between the patienl & the Hospital, and is in no way influenced by Koshika Foundalion. Hence. the Hospitalwill

Siirrni i"f" C."rpt"iE resp;nsibility ol the treatment & it's outcom€ & safety ofthe patlenl, and Koshika Foundation will have no role or responsibilily

in the matter.
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