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DECLARATION by APPLICANT: qrt(6 !m dqqr qrl

1)lhereby confirm that alldetails in thls Form are True to the best ot my knowl€dge. Any false statement will render myApplic€tion & ongoing assistance. if any,

liable for rejecuorvcancellalion.

2) I solemnly confirm thal assistanc€, it received from Koshika Foundation, willbs usgd only for the 'purpose", as stated in this Form, for which such assistance

was requested by me.

3) I her;by confi;n that I hav8 not & willnot in fulure. availof reimbuGement. in pad or in tull, from any other source/omployer/insulance company, ofthe amounl

for which this assistanc€ is requestsd.
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1) By aflixing my signalu.e or thumb lmpresslon on this Form, I (Appllcanl) herEby agree & authorise Koshika Foundation and il's Trustees lo

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for whict such assistancs is requesled/granted, through any

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

activities/achievements. Such use ol my pholo & details can be made by Koshika Foundalion before ol after my treatment or fulfilmenl of the 'purpose'

for which assistance is being requested.

2) I (Appticant) fudher agrse that any such use of my name, address, photo & dotalls of the 'purpose", for which such assislance is requesled/granted,

will not aulomatically €nlitle me for recoiving or continuing the said assistanc€. The decision for granling and/or continuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceplable to me
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By affixing hereunder, signature of ourAuthorised Signatory for recommending lhis case/patient lor financial assislance from Koshika Foundalion, we

(Hospital) hereby alfirm 6 accepl following:

1) that we neith€r are presently nor will in future avail of rlnancial assistance trom another NGO or any other source, for the same patient/case, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requesled assistance is not granted

by Koshika Foundation. in part or in full, lhen the Hospital reserves it's right to makE up the shoifall from another NGO or any other source. This

conlirmation essentially slalos that thB Hospital will not avail any dupllcate asslstrance for th€ same patienucsse from any other NGO or 8ny other source

2) The assistance from Koshika Foundation is only financial in nature. The ctoice of the treatmenuprocedure advised/conducted by the Hospilal on the

patient, is based on the anangement between the patient & the Hospital, and ls in no \flay influenced by Koshika Foundation. Hence, the Hospital will

assume sols E complgte responsibility ol th€ treatment & il's outcome & safety of the palient, and Koshika Foundation will have no role or responsibility

in the matter,
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