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DECLARATTOiT by APPL|CAi{I: qrt<6 ERI sicql !r:
1) I hereby oon,irm hat all details in lhis Form are True to the best of my knowledge. Any false slatement , rill .ender my Application & ongoing asslstance, if any,

liable for rejectiory'cancellation.
2) I solemnly lonfirm that assistance, it received frcm Koshika Foundation, will be us€d only for the'purpose', as stated ln this Form, for which such assistance

was requestgd by me.
Si iher;Uy coonrm d,tat I haye not & will not in future, avail of reimbucement, in part or in full, from any other source/employer/insurance clmpany, of the amount

for which this assistancr is requested.
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By afiixing hereunde( signature of our Authorised Signatory for recommending this case/patient for llnancial assistance from Koshika Foundation' we

(Hospital) hereby afiirm & accopt loltolving:
i) tt It w6 neittrir are presently nor will inluture avail ol financial assistance from another NGO or any other source, for the same patient/case, as we are

r;questing to gel from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

ty ioitriii io'rrnaation, in part or in full, then the Hospital reserves it's right lo m,ke up the shortfall from another NGO or any olher source. This

#nfiimation essentialty stites that thg Hospital will not avail any duplicaie assistance for tho same patienucaso from any other NGO or any other source.

ii irre issi"t"n"u fro,ri Koshika Foundatio; is only financial in ;ature. The choice of the treatmonuproctd!re advised/conducted by the Hospital on the

pitient, is based on tne a angemont betw€€n thopatient & the Hospital, and is in no way inlluencsd by Koshika.Foundalion. Honc6, ths Hospitalwill

iisJme sote & complete resp;nsibility of the treatment & it's outcome & sstety ol the patient, and Koshiks Foundation will have no role or responsibility

i) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

uiei publish/put-up/ieproduce my name, address, photo & detalls of the 'purpose', for which such assistiance is requested/granted, through any

medium, inctuding but not limited to verbal, print, elecfonlc, tor soliciting donations lor Koshiks Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & detalls can be made by Koshika Foundatlon belore or after my lreatment or lulfilment ofthe'purpose'

for which assistance is boing requestgd.
2) I (Applicant) further agree that any such use ol my name, address, pholo & details ol the 'purpose'. for which such assistance is requested/granted,

nitt noi auto.iti"atty enii{e me for receiving or continuing the said assistrance. The decBlon tor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this rsgard will be final and accaptabls to me.
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