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oECLARATIoN by APPL|CANT: ?artRi !m slcq yr:
'l) I hereby confirm hal slldetails in his Form are True to the besl of my knowledge. Any false statement will render my Application A ongoing assislance, lf any,

liabls for rcjscdon/cancsllation.
2) I solemnry ;nfirm lhat assistanc€, if rEcsived from Koshika Foundation, will bo used only for the 'purpose'. as stated in this Form, for which such assistance

was requasted by m€.
3) I he;by conlirm lhat I have not & will not in future, avail of reimbursement, in part or in full, fiom any other source/employer/insurance clmpany' of the arnount

for which this sssistanc€ is requested.
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By aftixing hereunder, signature of ourAuthorised Signatory for recommending this case/patienl for linanoal assistance kom Koshika Foundation. we

(Hospital) hereby affrm & accept following:
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presgntly nor will iniuture avail ol linancial assistance from another NGO or any othor source. for the same patient/case, as we are

lquestin! to get from'foshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

iv'io"t if" io"una"tion, in part or in fult, then the Hospital reserves it's right to mrke up ths shortfall ftom another NGO or any other source. Thls
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st;tes that the Hospital will not avail any duplicat€ a$istanc6 tor the same patlenucas€ from any other NGO or any other source

,i The assisfance from Koshika Foundatio; is only financial in nature. The choice of the treatmenvproc€dure advisedi conducted by the Hospital on the

plfi"nt,-1"-1"""0 on itr" arrangomont between tho pati€nt & the Hospital, and is in no way influoncod by Koshika Foundation. H€nce. tho Hospitalwill

l""rri iof" C*.pf"te resp;nsibility of the treatment & it's outcome & safoty ot tho patisnt, and Koshiks Foundation will have no role or responsibility

1) By afrixing rny signature or thumb impression on this Form, I (Applicant) hereby agree & suthorise Koshika Foundation atrd it's Trustees lo

uiei publishi put-up/ieproduce my name, address, photo & details of tho 'purpose', for which such assistanca is requested/granted, through any

medium, inctuding but not limited to verbal, print, alecbonic, for solicitlng donations lor Koshika Foundalion and/or disseminating information about it's

activilies/achieve;ents. Such use of my photo & details can be made by Koshika Foundalion before or atter my treatmenl ol fumlment ofthe'puryose"

for which assistance is being requestod.

2) I (Applicant) turther agree that any such use ol my name, address, photo & delails ofthe'purpose', for rYhich such assistance is requested/granted,

witt noi automaticatty eniiue me for receiving or continuing the said assistance. The decislon lor granting and/or continuing the assistance will rest soleiy

with the Trustees of Koshika Foundation, and their decision is lhis regard wlll be flnal and acceptable to me
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