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oEcLAR TIoN by APPLICANIT sn{(r CT{ dsql ri:
I hereby conlirm that all details in this Form are Tnre to the best of my knowledge. Any false slatement will render myApplication & ongoing assislance' if any'

1)

2)
liable for rejection/cancellation
I solemnly confirm lhat assrsrancl' tI recerved ftom Koshika Foundation' will be used only lor the "purpose' , as stated in this Fo.m. for which such assistance

3) I hereby conlirm tltat I have not & will not in future. avail of reimburcement' in part or ln full' from any other source/employer/insurance clmpany. of the amountwas requested by me

for which this assisiance is requesled
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1) By afiixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and its Trustees to

use/publish/P utjup/reproduce mY name, address, photo & details of the "purpose', for which such ;;sistance is requested/granted, through any

medium, includ ing but not limited to verbal, print' electronic, for soliciting donatlons lor Koshika Foundatio n and/or disseminating information about it's

activities/achievements Such use of my photo & details can be made bY Koshika Foundation before or attor my treatment or fulfilment ofthe'purpose

for which assistance ls being requested' e' r^. r,hich such asaistance is requested/granted,

2) I (Applicant) ludher agree that any such use of my name' address pholo & details of the'purpose"' for which such asaistan(

wi, nor auromaticary entme .e to, ,e"e,r,ni'o"rilil;il;;;rt"i"u ftr" o""irio" t, !,ant,ng analo, continuing the assistance will rest solely

with the Trustees of Koshika Foundation, aid thek decisi;n is this regard wtll be linal and acceptable to me'
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for frnancial assistance from Koshika Foundation' we

(Hospital) hereby afllrm & accePt lollowing:
uture availof financial assistance from another NGO or any other source.lor the same Pa tient/case, as we are

req uesting to get from Koshika Foundation. to the extent lhal such assista nce is granted by Koshika Foundation. lf the requested assistanc€ is not granted
1) that we neither are presently nor will in f

by koshika Foundation, in Part or in lull, then the Hospilal reserves it's right to make uP the shortfallfrom another NGO or any other sou rce. This

conllmation essentially states that the Hospital will not avail any duPlicate assistanc€ lor the sam€ patient/ case fiom any other NGO or any other source

2) The assistance from Koshika Foundation is onlY financial in nature The cho ice of the treatmenUproar€du re advised/conducted bY the Hospital on the

patient, is based on the arrangement between the Pati6n t & the Hospita l. and is in no way inlluencod by Koshika Foundation Hence, the Hospital will

assume sole & comPlete responsibi lity of the treatment & it's outcome & safety ol th€ Patient. 8nd Koshika Fou ndation will have no role or responsibilitY
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