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OECLARATIOil by APPLICANT: 3Ti<6 Em *q!n q-r:

1) I hereby confirm hat all debils in this Form are True to lhe best ot my knowledge. Any false statgment , till render my Appllcation & ongoing assistance, if any,

liable for rsjectiory'cancellalion.
2) I solemnly confrm fiat assistance, if rec€ived from Koshika Foundation, willbe used only lor the 'purpos€', as stiated in this Form. for which such assislance

was requested by me.
ai ircriUy connim hat I have not & will not in future, avail of reimbursemont, in part or in full, hom any other source/employer/insurance company, of the amount

for which this assistance is requested
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(l{ame, Designation & Stamp ofAuthorised Signatory

on behall of Hospital)
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FOR II{TERNAL USE of KOSHIKA FOUI{OATIOH ql<Rfi s[dA t?i
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SIGNATURE ol TRUSTEE 1
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1) By affixing my signature or thumb impression on this Form, I

use/oublish/outup/reproduce my name, address' photo & detai

medium, including but not limited to verbal, print, electronic, for

activities/achievements. Such use ol my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and ifs Truslees to

ls of the 'pu.pose', tor which such asslstrance ls reguested/granted, through any

soliciting donatlons lor Koshika Foundation and/or diss€minating inlormatioo about lt's

made bi Koshika Foundation b€fore or aftet my treattnent or Iutfihent o, the 'purpose'

for which assistance is being requested

2) I (Appticant) tudher agree that any such use ot my name, address, photo & details of the 'purpos€', lor whlch such assistance Is requested/granted,

wi noi automaticaly enii{e me for receiving or continuing the said asslstanc€. Th€ deciEion for granting and/or conlinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and theh decision is lhis rQgard will be final and accsptable to me
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By amxing hereunder, signatu re of ourAuthorised Signatory for recommending this Gse/patient lor financial assistance trom Koshika Foundation. we

(Hospital) hereby afirm & accePt following
1) that we neither are presenlly nor wall in fu ture avail ol {lnancial assistance from another NGO or any other source, for the same patienucase, as we are

requesting to get trom Koshika Foundation, to the extent that such assistance is granted by Koshika Foun dation. ll the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospita I reserves it's right to make up the short all hom another NGO or any other source. This

conllrmation essentially stat€s that the Hospital will not avail any duplicate assistanc€ for the same patienl/case fiom any oth€r NGO or any other source

2)The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenuprocBdure advised/co nducted by the Hospital on lhe

patient, is bas6d on the arrangement between the pationt & the Hospital , and is in no way influenc€d by Koshika Foundation. Henco, ths Hospitalwill

assume sole & clmplete responsibility of the trsatment & it's outcome & ssfety of the patient, 6nd Koshika Foundation will have no role or responsibility

in the matter.
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