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DEcLARATloil by APPLICANI: rqr+<6 Em dqlll !-r:

1) I hereby mnfm hal all dehils in this Form are True to lhe best ot my kno,/edge. Any false statement will render my Application & ongoing assistanc€, if any,
liable for rejec{ion/cancalhtion.

2) I solsmnly confirm that assistranc€, if r€ceived lrom Koshika Foundation, will be us€d only for the 'purpose', as stated in this Form, for which such assislance

was requested by me.
3)l hercby confi;n hat I have not & willnot in future, availol reimbursement, in part or in full, fram any oth€r source/employer/insurance company, ol the amount

for which this assistance is .equested.
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.t) By aflixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/Dut-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance ls requested/granted, th.ough any

medium, including but not limited to verbal, print, Blectronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

activities/achieve;enls. Such use ol my photo & details can be made by Koshlka Foundatlon belore or after my treatment or futfilment ol the 'purpose'

for which assistance is being requested.

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

;ill not automatically entlte me for receiving or continuing the said assistance. The decision for 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 accoptable to me.
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By aflixing hereunder, signature of our Authorised Signatory for recommonding this case/patient ror financial assistance Irom Koshika Foundation, we

(Hospilal) hereby afrirm & accept following:
it itlt *e neitne, are oresently nor witl in future availof flnancial assistance from another NGO or any other source. for the same patient/case, as we are

l.Jqr"ifing to g"t fror'Xoshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not gEnted

o-v'ioiiiiil io"rnO"iion, in part or in full, thin the Hospital reserves it's right to m;ke up the shortfall from another NGO or any other source. This
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sdtes that th€ Hospital will not avail any duplicai6 assisianco for the ssm€ pati€nucsse from any other NGO or any othe. source.
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LoniKoshika Foundatio; is only financial in nature. The choice of the treatmenuprccedr.e advised/conducted by the Hospilal on the

oatient. is based on the a angement betw€Bn thapatient & th6 Hospital, and is in no way innuBnc€d by Koshika Foundalion. Hence. the Hospitalwill

;;;;;; ;# t;;i"i" 1"iplnriUitity or gr" treatmsnt & it's outcome & safoty ot the patient, and Koshlka Foundation will have no role or responsibility
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