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OECLARATIOII by APPLICAI{" {i<6 m qisqr vr:

1) I hereby confnm that all details ln tiis Fom are True to the best ot my knovdedge. Any false slatement will rcnder my Applicatjon & ongoing assistance. if any.

liable for reiectiorvcancellation.

2) I solemnly confirm thal assistance, if received from Koshika Foundation. will be used only lo. the 'purpose'. as stated in this Form. for whictt suct assislance

was requested by me

3) I hereby confinn that I have not & will not m future, avail ofieimbursement, in part or in lull, lrom any other sourceJemployer/insurance company. ot the arnount

for which this assrstance is requested.
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1) By atfixing my signature or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and ifs Trusteos to

use/publish/put-up/reproctuce my name, address, photo & details of the 'purpose', for which such assislance is requestod/granted, through afiy

medium. including but not limited to verbal. print, electronic, fo. soliciting donations for Koshika Foundalion and/or disseminating inlormation aboul it's

activities/achievements Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose"

for whrch assislance is being requesled.

2) I (Applrcant) further agree thal any such use of my name, address, photo & details of the'purpose', for which such assistance is requested/granted,

wtlt not automaticatly enlille me for receiving or continuing the said assistance. The decision for granting and/or co.tinulng the assistance will rest solely

wrth the Trustees of Koshika Foundation, and their dacision is this regard',till be 6nal and scceptablo to me.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

By afllxing hereunder slgnature ol our Authorised Srgnatory lor recommending this case/patient for financial assistance from Koshika Foundalion, we

\Hosprta,t hereby atfrrm & accept following:

i) if,lf *i n"itf,,ir aru presen y nor witl iniuture avail of financial assistanco from anoth€r NGO or any other sourc,e, for the same patienvcase, as we are 
.

requeitin! to get fror'foshik; Foundation, to the exlent thal such assistanc€ is granted by Koshika Foundation. lflhe requested assistance is not granted

bv Koshika Foundation. rn part or rn fu . lhen the Hospital reserves it's right to m,ke up the shorttall hom anothsr NGO or aDy olher source. This
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siJtes that the Hospital will not avail any duplicaie assistance tor the samo patienucase lrom any olher NGO or any other source'

2) Thc assistance ko; Xosrri13 foundatio'riis onty frninciat rn natr-rre. The choice ot the treatmenuprocedure advised/conducted by the Hospital on the

;|;;,:;Hil;;;; ;;;;;.;;i;;h,;"; rhJpatieni a rne xosp'rat, and is in no way influonced by Koshika Foundalion Hence, th€ Hospital will

!:J;;; :#;;;i;i"-;;-";;;;iiil;iil; i'"ul,i""i C ii'" ort"o"i€ & sarety or the paient, and Koshika Foundalion wirl have no rore or responsibiritv


