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DECLARATToN by APPLICAIT: flt<q' !ru iiqql qt:

'l) I hereby conlirm lhal all d€lails ln this Form are True lo the best ot my knowl€dge. Any lals€ statemenl will render my Applic€tion & ongoing assistance, if any,

Iiable for rejectiodcanc€llation.

2) I solemnly ;nfirm that assislancs, il received frorn Koshika Foundation, will bo usod only tor lhe'purpose', as stated in this Form. for which such assistance

was requested by me,

3) t her;by con,i; that I have nol & willnot in future, availof reimbuGement, in part or in lull, from any other source/employer/insurance company, ofthe amount

for which this Bssistance is requestod.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financialassistance from Koshika Foundation, we

(Hospital) hereby afiirm & accept followlng:

i;ttrat w6 neittrdr are presentlynor will in-future availof financialassistanc€ from another NGO or any other source, for the same palaenucase, as we are

requesting to get trom Koshiki Fouodation, to the extent that such assislance is granted by Koshika Foundation. lfthe requested assislance is not granted

by koshik; Fo-undation, in part or in full, then the Hospital reserves it's right to make up the shorlfall from another NGO or any other source This

c6nfirmation essentially st;tes that the Hospital will not avail any duplicate assistance for the same patienvcaso from any other NGO or any other source.

ijTne assistance lrom Koshika Foundatio; is only tinancial in natu.e, The choice of the treatmenuprocedrre advised/conducted by lhe Hospital on the

,;tie;1, is based on the arrangement betwoen the patient & the Hospital, and is in no way influenced by.Koshika foundalion. Hence, lhe Hospital will

lisume sole E complete resp;nsibility ol the treatment & it's outcomo & saf8ty of the patlEnt, and Koshika Foundation will have no role or responsibility

,l) 
By afiixing my signature or thumb lmpression on this Form, I (Applicant) hereby agtee & aulhorlse Koshika Foundation and it's Trustees to

use/pubtish/pul-upreproduce my name, address, photo & details of the 'purpose', for which such assistance is .equested/granled, through any

medium, inciuding but not limited to verbal, print, electronic, fo. soliciting donations for Koshika Foundation and/or disseminating information about it's

activilies/achlevemenls. Such use ot my photo & details can be made by Koshika Foundation belore or after my lrealment or fullilment of the 'purpose'

for which assistance is being requested.

2) I (Applicant) further agree lhat any such use of my name, addrsss, photo & details Ot the 'purpose'. for whlch such assistance is r€quested/granted,

will not automaticafiy entitls me for receiving or continuing the said assistance. Tho decision for granting and/or continuing the assistance will rest solely

with the Trustoes of Koshika Foundation, and thsir decision is this regard will be linal and acceptable to me.
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