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DECLARATION by APPLICANT: qdcs !m sicsfi Ti:
1) I hereby confirm flat alldetails in lhis Form are True to the besl ofmy knowledge. Any false slatement will .ender my Application & ongoing assislance, if any,

liable lor Gj€ctiory'cancsllation.
Z) f sofemnfy ionnrm tfrat assistanc€, if received from Koshika Foundation, will be used only for the 'purpose', as statod in this Form. for which such assistance

was requested by me.
iiit'eriUiconnim ttat I have not & will not in Iuture, availof reimbursement, in pad or in full, from any other source/employer/insurance company, ofthe amount

for which this assistance is requested.
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By affixing hereunder, signature o, our Aulhorised Signatory for recommending this case/patient lor financial assistance fiom Koshika Foundation, we

(Hospital) hereby affirm & accept following:
ilif,it *6 n"itf'J, 

"," 
presentlynor wilt inluture avail of flnancial assistance from another NGO or any other source, lor the same Patienucase, as we are

;qu;sting to get from Koshik; Fo'rndation, to the extent that such assislance is granted by Koshika Foundation. lflhe requested assistance is not granted

UV io"iiitl fo'*O"iion. in part or in full. then the Hospilal rese.ves it's right to make up the shortfall from another NGO or a.y other source. This

i6nfiimation essentially states that the Hospital will n;t avail any duplicate assistance Ior the sam6 patienucase from any other NGO or any other source.

Zifn" aisistance t o,ri Koshika Foundatio; is only tlnancial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

plient, ii taseO on tne arlangehent betwoon th;patisnt & the Hospital. and is in no rvay influencGd by Koshika Foundation Hence, th€ Hospital will

liirri tof" a *rpf"fe resp;nsibitity of the treatment & it's outcome & safety oI the patisnt, and Koshika Foundation will have no role or responsibility

1) By afltxing my signatu.e or thumb improssion on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees to

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

medium, inciuding bui not limited to verbal, print, electronic, for sollcitlng donatlons for Koshika Foundation and/or disseminatlng information about it's

activities/achievements. Such use ot my photo & delails can be made by Koshika Foundation before or after my treat nent or lullllment ofthe'purpose'

for which assislanc€ is being requested.

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

witt noi automaticatty entitle me for receiving or continuing the said assistance. The decision for granting and/or conlinuing 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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