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OECLARATION by APPLICAI{T: qri<6 Em dqlll ll'f:

1) I hereby confm thal all details in this Form are True to lhe best ot my knot'/ledge. Any false statemenl will render my Applicalion & ongoing assistance, if any,

liabl€ for roj€ction/cancellation.
2) I solgmnly i;onfirm dlat assistanca, if received fiom tGshika Foundation, will be us€d only for the'purposo', as stated in this Fom, tor which such assistance

was requested by me.
iiit i,tli*nn,in tf,"t I have not & wifi not in future. availof reimbursement, in part or in tull, ftom any other sour@/employer/insurance company, of th€ amount

for which his assistance is requosled.
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1) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/iubtish/pufup/ieproduce my name, address, photo & details ol the 'purpose", for which such assistance is requested/granted, through any

medium, inciuding bui not limite; to verbat, print, olecuonic, for soliciting donations lor Koshika Foundation and/or disseminating informatlon about it's

activities/achieve;ents. Such use ot my photo & details can b€ made bt Koshika Foundation belore or afrer my treatment or lulfilment ol lhe 'purpose'

fo. which assistance is being requested.

2) I (Appticant) lurther agreJthaiany such use ot my name, address, photo & details of the 'purpose', Ior which such assistance is requested/granted,

wilt not automaticatty entitle me for receiving or conlinuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptablE to me.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for tinancial assistance from Koshika Foundation, we

(Hospitall her€by afirm & accept following:
it thlt *e neitter are oresen v nor wifi in future avail of financial assistance from another NGO or any other source, for the same patienucase, as we are

;fi;stil ; ;;ifr;.Koitrir<l rounoarion, to ttre extent that such assislance is granted by Koshika Foundation. lf the requssted assistance is not granled

bv Koshika Foundation, in parl or in fult. then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any other source This
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ii if," irti"t"n"" f,orriKoshika Foundatioriis only financial in natut, The choice of the treatmenuprocedure advised/conducted by the Hospit-al on the

oatient. is based on the arranqement uetween ih;patieni a tne Hospitat, and is in no way inlluenc€d by Koshika Foundalion. Hence, the Hospital will
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t.eatment & ifs outcome & safety ot the patient, 6nd Kosliika Foundalion will have no role or responsibilitv

in the mattet
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