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DECLARATION by APPLICAiT: qli<s fR siqql ct:

1)l hereby confirm thal alldetails ln thls Form are True to the best of my knowledg€. Any talse stalement will render myApplication & ongoing assistance, ifany,

liable for rejectiory'cancellation.

2) I solemnly ;ontirn thal assislancs, if rsceived from Koshika Foundation, willb€ used only for the "purpose', as staled in this Form, for which such assistance

was requested by me.

Sit neriUy connrin tt'at t have not & will not in future, avail of reimbursoment, in part or in lull, from any other source/employor/insurance company, of lhe amount

for which this assistance is requested.
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l) By afltxing my signature or thumb lmp,ession on thls Form. I (Applicant) hereby agrs6 & aulhorise Koshika Foundation and it's Trustees to

use/pubtish/put-up/reproduce my name, address, photo & details of lhe 'purpose', for which such assistance ls requested/granted, lhrough any

medium, inciuding but ngt limited to verbal, print, electronlc, for soliciting donalions for Koshlka Foundation and/or disseminating information about it's

activities/achievements. Such use ol my photo & detalls can be made by Koshika Foundation betore or afte. my treatment or lulfilment of the "purpose'

for which assistance is being requested.

2) I (Applicanl) further agree that any such uss of my name, address, photo & dEtalls of the "purpose', for which such assistance is requesled/granted,

;i nol automatically enti e m€ for receiving or continuing ths said assistanc€. ThE decision for granting and/or continuing the assistance will rest solely

wilh the Trustees of Koshika Foundation, and lheir decision is this regard will be final 8nd acceplable to ms.
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By affixing hereunder, signature ol ourAuthorised Signatory for recommending this case/patienl for financial assislance from Koshika Foundation, we

(Hospilal) her€by aflirm & accept followlng:

i;ttrit wi neittrer are presenflynor will ln future avail of financial assistance from anothe. NGO or any other source, for the same patienucase, as we are

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

by Koshik; Fo--undation, in part or ln tull, then the Hospital reseNes it's right lo make up the shortfall from another NGO or any other source. This

c;nfirmation €ssentia y sdtes thst th€ Hospital will not avail any duplicate asslslanca for the samo patienl/case from any other NGO or any other source.

2) The assislance lrom Koshika Foundation is only financial in nalure. The crroice of lhe treatmenuprocedlre advised/conducted by the Hospital on the

p;lient, is based on the anangement between the patient & the Hospital, and ls ln no way influenced by.Koshika 
.Foundation. 

Hence, the Hospilal will

Lssume sole E complete resp-onsibility of the treatment & it's outcome & safety ol the pati€nt, and Koshika Foundation will have no role or responsibility

in the matter.
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