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oECLARATIoI by APPUGA]{T: qri(6 Ero dcqr vr:
1) I hereby confirm fEt all details in this Form are True to the best of my knowledge. Any lalse slatoment will render my Applbatlon & ongoing sssistance, il any,

liable fu r rejectiodcancellation.
2) I solemnly confirm lhat assistancs, if recaived from Koshika Foundation, will be used only for he'purpose", as ststed ln this Form, tor which such gssislsncg

was rcquested by me.
3) I hereby confrm that I have not & will not in futur€, avail of reimbursement, in part or in full, hm any othor source/Bmployer/insurance clmpany, of h6 amount

for which this assistance is requesled.
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By aflixing her€under, signature of ourAuthorised Signatory for rEcommending this csse/patient for financial a8sistance Irom Koshika Foundation,'.Ye

(Hospital) horeby affirm & accept following:
i;ttrit w6 neitnir are presently nor will inhture availof financial assistance f.om Enother NGO or Eny othgr sou,c€, for th€ s8ms patignucase, ss we are 

.

r;qu;sting to get from Koshik; Foundation. to the extent that such assistance is granted by Koshika Foundation. lfthe t8quested assistanc€ is not graded

bykoshllia Fo--undation, in part or in full, then the Hospital reserves it s right to make up the shortfall lrom another NGO or any oth€r soorce- This

;nflrmation essontially stit€s that the Hospital will not avali any duplicste assistanco for the samo pEtl€nuc€se lrom any othqr NGO or any other sourcs

2)The assistance from Koshika Foundation is only financial in nature. The cholce of the ueatmenuprocadure advGed/conducted by the Hospital on the

pltie;t, ls based on the anangement botw€sn thepatlent & the Hospital, and ls ln no Yvay lnlluoncod br.Ko8hika Foundation. Hence.lhe Ho3pitalwill

issume sole & comptete resp;nstbitity ofthe treatrnent & it's outcome & safety of th€ patlent. 8nd Koshlks Foundatlon wlll have no role or responslbllity

in the matter
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't) By afiixing my signature or thumb impression on this Form, I (Applicant) hercby agree & authorise Koshike Foundation and i{s Trustees to

usei pubtish/put-upreproduce my name, address, photo E details of th6'purpose', for which such asslstanc6 ls roqugstsd/granted, through any

medium, inciuding but not limited lo verbal, print. electronlc, for solicitlng donatlons lor Koshlka Foundatlon and/or dlsseminaling lnformatlon about lt's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation b9tor6 or afior my treatrnent or fulfilment ofthe'purpose'
for which asslstanc,e is being requested.

2) I (Applicant) turther agree that any such use of my name, addresg, photo & detalls of the 'purpose', ,or rf,hlch such assEtance i3 requestsd/granl3d,

will not automatica y entitle me for receiving or continuing the said assistance- The decision lor granting and/or continuing the assistan6 will regt solely

with the Trustees of Koshika Foundation, and their docision ls this regard will be linal 8nd acceptablo to me.
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