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DECLARATION by APPLICAI{} rcri<6, !m ilql Yx:

1)l hereby contirm thal alldetails ln thls Form are True to lhe best of my knowledge, Any false statement will render myApplicalion & ongoing assislance, if any,

liable for rejecliory'cancellation.

2) I solemnly;nfirm thal assistanc€, if r€ceivsd from Koshika Foundation, willbe used only for the'purpose', as slated in this Form. forwhich such assislance

was requested by me.

liit"riOi-"n,i" tna I havs not & will not in future, availof reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which ihis assistance is requestod.
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SIGIIATURE of TRUSTEE I
qfr rcm t

i) By affixing my signature or thumb lmpressioo on this Form, I (Applicant) h€reby agree & authorise Koshlka Foundation and it's Truslees to

use/iubtish/pufup/ieproduce my name, address, photo & details of the 'purpose", for whlch such assislance is rcquested/granted, through any

medium, inciudini Uut not limited to v€rbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating informalion about it's

aclivities/achievements, Such usg ol my photo & details can be made by Koshlka Foundation before or after my treatment or fulfilment of the 'purpose'

for which assistance is being requested.

2) I (Appllcant) further agree that any such use of my name, address, pholo & detalts of the 'purpose", for which such assistance is requested/granled,

wall not aulomatically entitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assislance will rest solely

wlth lhe Trustees ol 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 financial assistance from Koshika Foundation, we

(Hospital) hereby affirm E accspl ,ollowing:

i; ttit w6 neittr6r are presently nor wi[ inluture avail ol financial assistance trom anolher NGO or any othsr sourc€, for ths same patienucase, as we are

r;questing to get from'Koshika Foundation, to the extent lhat such assistance is gEnted by Koshika Foundation. Iflhe requested assistance as not granted

bykoshik; F;undation. in part or in full, th€n the Hospital reserves it's right to make up lhe shortlallfrom another NGO or any other source. This

c;nfirmalion ess€ntially stales that the Hospital will not avail any dupllcate asslslance for th€ same patienucase frcm any other NGO or any olher source

2) The assistance from Koshika Foundation is only linancial in nature. The choice o[ the treatmenuproced!re advised/conducted by lhe Hospital on the

p;tient, is based on thg ar.angement bettleen thopatl€nt & the Hospital, and is in no way lnfluenced by.Koshika foundalion. Hence. the Hospitalwill

assumi sole & complels resp;nsibility of the treatment & its oulcomg & safety ofthe patient, and Koshika Foundation will have no role or responsibilily

in lhe matlet
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