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DEcLARATtot{ by APPUCANTT efitq6' ERI dcql Trr

1)l hereby conlirm that alldetails in this Form are True to the best ol my knowledge. Any false statement will render my Application & ongoing assistance, if any'

liable for reiectiorrcanc€llation.

Z) iiotemnfv ionnrm tnat assistanc€, if received from Koshika Foundation, will be used only for the 'purpose', as stated in this Form. for v{hich such assistance

was requested by me.

Siitrer;Ov connrm tttat I have not & will not in future, avail of reimburssment, in pad or in full, trom any other source/employer/insurance company, ofthe amount

for which this assistance is requested.
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By affixing hereunder, signature ofourAuthorised Signatory for rscommending this caseipatient for financial assistance from Koshika Foundation. we

(Hospital) hereby afiirm & accept following:

i) itrlt w! neittrdr are presenuynor will iniuture availo, financial asslstanc€ from another NGO or any other sourc€, for the same patient/case, as we are

r;questing to get from Koshik; Foundation, to tho extent that suci assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Oyi<oitrit<"a fo-unOation, in part or in full, lh6n the Hospital reserves it's right to make up the shorffall from another NGO or any other source. This

confirmation sssentially stdles that the Hospilal will not avail any duplicalE assislancs for ths same patienucase from any other NGO or any other source.

Zj Tne assistance froni Koshika Foundation is only financial in nalure. The choice of the treatmenuprocedure advised/clnducted by the Hospital on the

D;tient, is based on ths arangement between lhe patient E lhe Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

issume sote & comptete ,esp;nsibility of the treatient & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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by AppLtcANT (!ffri{6 rRr 6m)

FoR I TERNAL USE ol KoSHIKA FoUNDATIoN
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1) By aflixing my signature or thumb impression on this Fo.m, I (Applicant) hereby agreo & suthorise Koshika Foundation and it's Trustees to

uselpuUtisUlut.up/ieproducc my narne, address, photo & detalls of the 'purpose', lo. which such assistance Is requestqd/granted, through any

medium, inciuding bul not limited to verbal, print, electronic, for soliclling donations lor Koshika Foundation and/or disseminating information about it's

activities/achieve;ents. Such use of my pholo & detalls can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose'

for which assistance is being requested.

2) I (Appllcant) further agree that any such use of my name. address, photo & d8tails of the 'purpose", lor which such assistance is requesl€d/grant€d,

witt noi automatically entite me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and thsir decision is this regard will bs fnal and acc€ptable to ms.
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