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DECLARATIoN by APPLIGANT: !ir+T6 lm sis![ cx:

1) I hereby conlirm lhal alldetails in this Form are True to the best of my knowledge. Any lalse slatement will render myApplicatlon E ongoing assislance, if any,

liable for rejectiory'cancallaton.
2) I solemnly ;nfirm that assistance, if received from Koshika Foundation, will be used only for the 'purpose', as stated in this Fonn, for which such assistance

was requested by me,
3) I her;by confifu that I have not & will not in tuture, avail of reimbursement, in part or in full, from any other source/employedinsurance company, ol the amount

for which this assistance is requested.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patienl for flnancialassistance from Koshika Foundation, we

(Hospital) hereby afflrm & accept lollowng:
ilir,ii *i n"iind, a1'" presently nor will injuture avail of financial assistance from anolher NGO or any other source, lor the same patienucase, as we are

rdquesfing to get from'Xoshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Uy'ioinifi io"rnO"tion, in parl or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This

"6nl|.mation "ssentiaffy 
st;tes that the Hospital will nat avail any duplicsae assistance for the sams patient/cass from any other NGO or any other source

ij tne assistance from Koshika Foundation is only financial in ;ature. The choice of the treatmenuproced!re advised/conducted by the Hospital on the

oatient, is based on the armngement betwsen thapatient & the Hospital, and is in no way influsnced by Koshika Foundalion H€nce, the Hospitalwill

:;;;;; ;J; & ;;i"ie reip"onsiuirity ot 6re treatment & it's ouicome & safety ot th€ patlent, snd Koshika Foundalion will have no rolo or responsibilitv

1) By affixing my signalure or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and il's Trustees to

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

medium, inciuding but not iimiiea to verbal, print, electronic, for soliciting donatlons for Koshika Foundalion and/or dissemlnating information about it's

activities/achieve;ents. Such use ot my photo & details can be made by Koshika Foundation before or after my lreatment or fumlment olthe'purpose'

for which assistancs is being requested.

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

wilt noi automaticaly enti e me lor receiving or continuing the said assistance. The decision lor granting and/or conlinuing the assistance will rest solely

wilh the Trustees of Koshika Foundation, and their decision is this regard will be flnal and acceptable to me.
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