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DECLARATION byAPPLICANT: qliq6, !M iCqI TJ:

'l)l hereby conflrm that alldetails in thls Fom are True to the besl of my kno{ledg€. Any lalse statement willrender myApplication & ongoing assistance, if any.

liable for rejecliorrcanceilation.

a i""r"."fv i""fi*if,"i"""i"tanc", f,""elred Lom Koshika Foundation. will b€ us€d only for th€ 'purpose', as stated in this Form, for which such assislance

was requested by me,

ilfr iJrli}, ii-"i'ii irr"t I have not & witt not in tuture, avaitof reimbursement, in parl or in tull, from any olher soulEe/employer/insurance company, ofthe amount

for which this assistance is requasted.
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qrfr ERN{ t

1) By affixing my signature or thumb impresslon on thls Form, I

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

medium, including bul not limiled to verbal, p.int' olectronic, for

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

for which assistance is being requested.

iir'feppri"rnrt ru|.t 
", "gree-thai 

any such use of my nam8, address, photo & details of the 'purpose', for which such assistance is requested/granted,

*itt noi auto.aticrtty enii e me for receiving or conlinuing the said assistance. The decision lor granting and/ol cgntinuing the assislance will r€st solely

with lhe Trust€es oiKoshika Foundation, and their decision is this regard will be tinal and acceptabl€ to me.
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By alfixing hereunder, signalure of ourAuthorised signato.y lor reclmmending this case/patient lor linancial assistance from Koshika Foundalion, we

(Hospital) hereby aflirm & accepl following

1)lhat we noither ars Pre sentlynor will in tuture availof financial assistance from another NGO or any olher source, for the same patienvcase, as we are

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 Hospital reserves it's right to make up ths shortfallrrom another NGO or any other sourc€. This

contlrmation essentiallY statcs that th€ Hospitalwill not avail any duplicate assistance for the same patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only linancial in nature The choice of the treatmenuProcedure advised/conducted by the Hospital on the

patienl, is based on the arrangemenl between the patient & the Hosp ital, and is in no way influenced by Koshi ka Foundation. Hence, lhe Hospital will

ass!rm e sole & comptete responsibility of the treatmsnt & it's outcome & safety ot the patient, and Koshika Found ation will have no role or responsibility

in the mattet
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(Applicant) heroby agree & authorise Koshika Foundation and it s Truslees to

s of lhe 'purpose', for which such assistance is requested/granted, lhrough any

soliciling donations for Koshika Foundation and/or disseminating information about it's

made b, Koshika Foundation before or after my treatment or fulfilment of lhe 'purpose'
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