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DECLARATION by APPLICANT: STTi<6 ERI dlql TX:

1) I hereby confirm that all details in this Form are Truo to the best of my knowlodge. Ary lalse statement will render my Application & ongoing assislance, if any,

liable for rejectiorvcancellation.

2) I solemnly;onfim thal assistance, if received from Koshika Foundation, willbg us€d only for tho'purpose', a8 stated ln this Form,lorwhich such assistance

was requested by me.

ilf f frJrli,V-,,-,,-"fii, tfra I have not & will not in future, avail ot reimbuFement, in part or in tull, from any other source/employ€r/insuranc€ company, of ths amount

for which this assistance is requesled.
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1) By aflixing my signature or thumb impression on this Form, I (Applicant) horoby agr€e & authoriss Koshika Foundatlon and it's Trustoes to

use/pubtish/iut-up/ieproduce my name, address, photo & details of the 'purpose', fo. which such assistance ls requested/granted, through any

meoium, inciuoini bui not timited to verbat, print, electronic, for soliciting donations for Koshlka Foundation and/or disseminating inlormation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundallon bslore or after my treatment or fulflmenl of the 'purpose'

for which assistance is being requesled.

2) I (Applicant) further agree that any such use of my name, address, photo & dotalls ot the 'purpose', for whlch such assistance is request€d/granted,

witt noi automiticatty eniite me for receiving or continuing ths said assistancs. The decision for granting and/or continulng the assistanc€ will rest solely

with lhe Trustses ol Koshika Foundation, and their decision is this regard will be linal and acceptable lo m6.
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By affixing hereunder, signature of our Authorised Signalory for recommending this case/patienl for linancial assistance lrom Koshika Foundation we

(Hospilal) h€reby affirm & accepl following:

i)itrit w6 neittrrir are presen ynor will iniulure availof financial assistance frqm another NGO or 8ny other sourc€, tor the same patienucase, as we are

rJqueitinl to get trom Xoshiki Foundation, to the extent that such assistance ls gtanted by Koshika Foundation. tflhe requested assislance is not granted

uiro"iitr:" io'rni"iion, in part or in tutl, th;n the Hospital reserves it's right lo mak€ up the shor all from another NGo or any other source This

cirnnimation issentially st;tes that the Hospital will not avail any duplicaae assistianq€ tor the same patlenucase from any other NGO or any other source.
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froniKoshika Foundatio; is onty financial in ;alure. The choice of the treatmenuprocedlre advised/conducled by the Hospital on the

o;tent. is based on the arrangement between the patient & the Hospital, and ls ln no way lnfluenced by Koshika Foundation. Hence, the Hospilal will

5iirri, i"f" Ci"rot"ie resD;nsibitily of rhe tr€atment & it's outcom€ & sat€ty ot the patienl, 8nd Koshika Foundatlon will have no role or responsibility

in the matter.
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