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DECLARATIOI by APPUCAi{T: qr4(5 dn slqqr !-r:

1 ) I hereby coofirm hal all delails ln lhis Form are True lo lhe besl of my knowledge. Any false slatemenl will render my Apdication E ongKing assistance, if ary,

liable for,ejection/cancellation.
2) I solemnly confirm that assistarrc€, if rec€ived ftom Koshika Foundation, will be used only lot the 'purpose', as stated in this Form, tor whki such assistance

was requested by me.

3) I her;by co,ll*n that I have not & will not m future, avail of reimtx.Jrsement, in part or in full, from any other sour@/employer/insurance cornpany. of thg amount

for which this assistance is requegtod.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundation, we

(Hospital) hereby atfum & accept following:

i;tnirt we neither are presently nor will inluture availof financial assistance from anothel NGO or any other source, for the same patienucase, as w€ ar€

requesting to get kom Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundalion. lf.t!e requested assistance is not granted

by Koshik; F;undation. in pan or in full, then the Hospital reserves it's right to makE up tho shortfall trom another NGO or any other source. This

c6nfirmation essentially st;tes thal the Hospital will n;t avail any duplicaae assistance for the same palenucas€ f.om any other NGO o. any other source.

2) The assistance tro; Koshika Foundation is only financial in nature. The choice oI the keatmenuprocedlre advised/clnducted by the Hospital on the

pataent. is based on the arrangement between thgpatient & the Hospital, and is in no way iniuencad by-Koshika Foundation. Hencs, lhe Hospitalwill

!"ir.u iofeC corpr"te resp;nsibitity of the treatment & it's outcome & salety ol the patient, and Koshika Foundation will have no role or rssponsibility

in the matier.

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

use/publish/pul-upreproducc my name, address, photo & details of the 'purpose', for whlch such asslstance is requesled/granted, through any

medium, including but not timited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo E details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose"

Jor which alsistancc is being rcquested.

2) I (Apptrcant) turther agree that any such use of my name, address. photo & details gl the 'purpose", lor which such assistance is requested/granted,

wrll not automatica y entitle me tor receivlng or continuing the said assistance. The decision for granting and/or cgntinuing thg assistance will rest solgly

with lhe Trustees ol Koshika Foundation, and their decision is this regard will bE fnal and acceptabls to me.
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