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DECLAnATOiI byAPPL|CANX qri<S rRl Siq'll !r:
1) I hereby oonfirm hal all details in this Form are True to the best of my knovledge. Any false statement will render my APplication & ongolng assislance, if any,

liable ft,r rejsctiorvcancellation.
Zt f roi"."fii""fr- tft"t assistance, if rec€ived from Koshika Foundation, ,,iill b€ used only fo,r the'purposo', as stBtsd in thls Form. for whict Eucir assbtanca

was requested by me.
JiiiJil-Ui."rn,i, ma f have not 6. wiit not in future, availof reimbursemont, in pai or in tull, from any other source/employer/insur.ncl clmpany. of th€ amount

for which this assistance is requested.
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'I) By afiixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address, photo & dstail

medium, lncludlng but not llmited to verbal, print, electronic, for

activities/achievements. Such use of my photo & details can be

Ior which assistanct is being requested.

2) I (Applicant) turthEr agreithaiany such use of my nam€, address, photo & dBtalls ol the 'purpo8€', lor wl ch suct assistane ls roqu$ted/9r8nted,

Jitt noi automaticaly eniile me for receiving or continuing the said assistance. The decislon lor granting and/o. contlnuing the 63sl3tranc6 wlll re3t solely

with the Trustess of Koshika Foundation, and their decislon is this rsgard wlll b€ linal and sccoptable to m€.
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By afflxing hereunder, signalure of our Authorised Signatory for reclmmonding this case/patienl lor financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
1) that w6 nelther are presently nor will in future avail oi financial assistanco from snother NGO or any othel sou.co, fo.lhs ssms patlonucase, as we are

requesting to gel from Koshika Foundation, to the extent that such assistanco is granted by Koshika Foundation, lf trro requested assistancs is not gra nted

by Koshika Foundation, in part or in full, then ths Hospital reserves its right to make up the shortfall f.om anothsr NGO or any oth€l sourcs. Thls

conllrmation essontlally statos that the Hospital will not avail any duplicat€ ssslstanco lor the sam€ patlonucsse from Eny gther NGO or any othol source

2l The assistance from Koshika Foundation is only financial in nature. The choice ol the trealrnenuprocad ure advised/conducted by the Hospital on the

pati6nt. ls basod on the arrangemsnt betw66n the pstient & the Hospital, and i8 in no way lnlluencsd by Koshlk8 Foundation. Hencs. lho Hospltalwlll

assum e sole & complgte responsibility of the trestmonl & it's outcome & ssfety of the patient, and Koshikq Foundation wlll hav€ no rols or r€sponsibility

in th€ mattet
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(Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees to

s of the 'purpose', lor which such sssistance ls requested./granted, through 8ny

soliciting donations lor Koshika Foundatlon 8nd/or dlssemlnating lnfomauon about lt's

made by Koshika Foundation belore or afler my tr€atment or fullilment ofthe'purpose'
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