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DECLARATION byAPPLICANT 3{T*{6 ERI qISVI Yi:

1) I hereby confirm that all details in this Foi'n are True to lhe best of my knowledge. Any false statement wlll rende, my Application & ongoing asslstance, if any.

liable for rejection/cancellal,on.

2) I solemnly ionfirm that assistance, lf recelved from Koshika FoLrndation, will be used only for thg'purpose', as stated in tl s Form, for which such assistBnce

was requested by me.

S) I hj,lby conn,in that I have not & will not in future, avail of reimbursement, in part or in full, from any other soutcg/employer/insurance company, ofthg amounl

for which this assistance is requesled.
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By alfixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient lo. linancial assistance t om Koshika Foundation, we

(Hospital) hereby afirrm E accepl lollowrng:

il thit w6 nennir are presentty nor will inluture avail of financial assistance from another NGO or any other source, for tha sams patient/case, as wo are

r;questing to gel from Koshik; Foundation, to the exlent lhat such assistance is granted by Koshika Foundation. lflhe requestqd assistance isnot granted

bykoshiki Fo-undation, in part or in full, then the Hospital reserves it's right to make up the shortfallfrom another NGO or any oths sourc8. This

;ntirmation essentialy st;tes thal the Hospital will not avail any duplicate assistance for the same pationucase from 9ny other NGO or 8ny gther sou.ce

ij Ttre assistance froni Koshika Foundatio; is only financial in nature. The choice of the treatmenuprocedlre advised/conducted by the Hospital on lhe

pltient, ii 1"""0 on tn" arrangemenl between the palient & lhe Hospital, and is in no way lnfluenced by.Koshika foundalion. Hence, the Hospltal will

issume sole E complele resp;nsibility of the lreatment & it's outcome E safety of the patient, and Koshika Foundallgn wlll have no 1016 ol r€sponsibility

in lhe matter.

1)By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agre€ & authorise Koshika Foundatlon and it's Trustees to

use/puUtishfiut-up/ieproduce my name, address, photo & details of the 'purpose', for which such assistance ls r€queslgd/granted, thrcugh any

medium, inciuding but not timited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dlsseminating informatlon about ifs

activities/achievements. Such use of my pholo & details can be made by Koshika Foundalion belore or after my treatment o, fulfilmenl ol lhg'purpose'

for which assistance is being requested.

2) I (Applicant) further agree lhal any such use of my name, address, photo & details of the "purpose', lor which SUci asslstranq€ iS requ€sled/gtanled,

will noi automatica y enlitle me for recejving or conlinuing the said assistance. The decision for granting and/or contlnulng the asslstance will resl solely

with the Trustees of Koshika Foundalion, and the r decision is lhis regard will be final and acceptable to me.
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