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OECLARATIOT{ by APPLTCANT: qri(6 Em dsq c-r:

'l 
) I hereby cofllirm thal all details in tiis Form are True to lhe best of my knorvledge. Any false slatemenl wlll render my Applicatjon E ongoing assislance. if ant

hable for rejectiorrcanc€llation.

2) I solemnly coofirm thal assistance, if .eceived hom Koshika Foundaton. will be used only for the 'purpose', as stated in this Form. for whk$ st ch assistance

was requested by me

3) I hereby coofi;n that I have not & will not in future, availof reimbursement, in part or in full, from any other source/omployer/insuranc! cornpany, of th€ arnount

for which this assistance is requesbd
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By atfixing hereunder, signature of our Authorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundalion, we

(Hospital) hereby affirm & accept following:

i) ttrat we neither are presen ynor will inluture availof financial assistance from another NGO or any other source, for the same patienucase, as we are

rJquesting to get from Koshik; Foundation. to the extent that such assistance is g€nted by Koshika Foundation. lflhe requested assistance is not granted

Uy-ioit it"" fdrnOation, in part or in full, then the Hospital reserves il s right to make up lhe shorlfall lrom another NGO or any other source. This

i6nfiimation essentiatly states that the Hospital w|ll not avail any duplicaie assistance for lhe same patienucase hom any other NGO or any other soorco.

ij in" us"i"tin* tro, Koshika Foundalio; is onty financial in ;ature. The choice of the treatmenuproc€dure advised/conducted by the Hospital on the

pltienf, is based on the arangement between the patient & the Hospital, and is in_no way inltuenced by.Koshika Foundation Hence, lhe Hospital will

lssumt iote a corptete resinsibility of the treatment & il's outcome & safety of ths patient, and Koshika Foundation will have no role or responsibility

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshlka Foundation and it's Trustees lo

usc/gublish/put-up/reproduce my name. address, photo & details of the 'purpose", for which such assistance is requested/granted, through any

medium. including but not timited to verbal, print, electronic, Ior soliciting donations for Koshika Foundation and/or disseminating information about it's

activilies/achievemenls. Such use ol my pholo E details can be made by Koshika Foundatlon before or after my tleatment or fllfilment of the 'purpose'

lor whrch assistance rs being requesled

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

wilt nol automaticalty entitle me for receiving or continuing the said assistance. The decislon for granling and/or continuing the assistance will rest soleiy

with the Trustees of Koshika Foundation, and lheir docislon is this rogard will be final and sccoptable to mo
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