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oEGLARAT|ON by APPLICA T: !qr+<6 fi qiqql Y{:

1) I hereby clntim that alldetails in this Form are True lo the besl of my knowledge. Any false slatement will render my Application & ongoing assistance, if any,

liable for rejeclion/cancallation.
2) I solemnly;nfirm that assistance, if recoived from Koshika Foundation, will be used only lor the 'purpose', as stated in this Form. for which such assistance

was rgquested by me.
S'iiiJ;-bi;"irfi tha I have not & will not in future, avail of reimbursement, in pan or in full, from any other source/employer/insurance companv of the amount

for which this assistance is requesled.
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1) By affixing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name, address, photo & detail

medium, including but not limited to verbal, print, electronic' for

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

for which assistance is being requested

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

*itt not autoraticatty enii e me for receiving or conl;nuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

with the Trustees ol Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of ourAuthorised signatory for recommending this case/patient for flnancial assislance from Koshika Foundation, we

(Hospital) hereby afiirm & accept following
that we neither are Presently nor will in futu re avail of financial asslstance hom another NGO or any other source, for lhe same patienvcase, as we are

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

soliciting donations for Koshika Foundation and/or disseminating informatlon about its

made bt Koshika Foundation before or after my t.eatment or fullllment of the 'purpose'

1)
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospilal reserves it's right to make up the shortfall from another NGO or any other source This

confirmation gssentiallY states that the Hospital will not avail any Juplicatg ass istanc€ for the same patienUcase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The cho ice of lhe treatmenuProced ure advised/conducted by the Hospital on the

patient, is based on the arrangem ent between the Pati€nt & th€ Hospital, and is in no way influonced bY Kosh ika Foundation. Hehce, the Hospitalwil!

assume sole & complete responsi bility of the treatment & itsoutcome & satety of th6 patient, and Koshika Foun dation will have no role or responsibility

in the matter.
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