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DECLARATTON by APPLtCAxTi qrt<6 Em slqqr yr:

1) I hereby conlirm hat all details ln this Form are True lo the best ol my knowledge. Any lalsg statement will render my Applicalion & ongoing assistance, if any,

liabl€ for rejecliory'cancellation.

2) I solemnly i,rnfrm lhat assistancs, if rocoived from Koshika Foundation, will b€ usod only to. th€ 'purpose', as stated in this Form. for which such assislance

was requested by me.

3) I her;by confi;m hat I have not & wilt not in fulure, availof reimbucement, in part or in tull, f.om any other source/employer/insurance company, oflhe amounl

for which lhis assistanca is requ€sted.
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.1) 
By aflixing my signaturo or thumb lmpresslon on this Form, I (Appllcant) hsreby agree & authorise Koshlka Foundation and it's Truslees to

use/publish/pul-up/reproduce my name, address, photo & details of the 'purpose', for which such assislance is rcquested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/o. disseminating informalion about it's

activities/achlevements. Such use of my photo & details can be made by Koshika Foundation before or after my lrealment or fulfilment of the "pu.pose'

for which assistance is being requested.

2) I (Appticanl) fudher agree lhat any such use of my name, address, photo & details ol th€ 'purpose", for which such assislance is requested/granted,

will not automatically enti € me for receiving or continuing the said assistance. Th€ decision Ior granting and/or continuing th€ assistance will rest solely

with lhe TrustoEs of Koshika Foundation, and thek decision is this .egard will be linal and acceptable to me.
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By atfixing hereunder, signature of ourAuthorised Signatory lor recommending this case/pafient for financialassistance from Koshika Foundation, we

(Hospital) hereby aflirm & accept following:

ilttrit w6 neittrdr are presontlynor will in-future availof linancial assislance from anolher NGO or any other sourc€, for the same patient/case, as we are

r;questing to get from Koshiki Foundation, to the extent that such assistaace is granted bi Koshika Foundation. lflhe requested assislance is not granted

bykoshik; Fo:undation, in part or in full, then the Hospilal reserves il's right to make up the shortlalllrom another NGO or 8ny other source. This

confirmation €ssentially st;tes that the Hospital will not avail any duplicate asslslance for the same patienucase trom any other NGO or any other source.

2)The assistance from Koshika Foundation is only financial in nature. The choice ofthe treatmenuprocedlre advised/conducted by the Hospital on the

p;tient, ls based on the arrangemeot botween the patlent & the Hospital, and is in no way lnfluenced by.Koshika foundation. Hence, lhe Hospital will

Lssume sote & complete rssp;nsibllity ot the treatment & il's outcoms & safoty ofthe pati€nt, and Koshika Foundation will have no role or responsibility

in the matler.
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