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DECLARATIO by APPLICA T; qrt<6 !m slcqt !-r:

1) I hcrcby cor irm that all details in this Form are True to the best o, my knowledge. Any fahe stalernent rvill reoder my Applicauon & ongoing assistance, if any,

liable for reiection/cancellation.

2) I solemnly confirm that assislance, if rec€ived from Koshika Foundation. will be used onty ror ths 'purpose', as stated in this Form, for wtfuh such assistance

was rcqucsled by mc

3) I he.eby confirm that I have not & will not rn fulure, avail oI reimbuFem€nt, in part or in full, from any ottret sourca/employet/insuranc8 cornpany, of the arnotlnt

for whach this assistance is r€qu6stsd.
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By altixing hereundcr, signature ol our Authoriscd Signatory for recommending this case/palient tor financial assistance from Koshika Foundation we
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bv'Koshrk; Fo;undation, in part or in full, then the Hospital resgrves it's right to make up the sho.tfall fom anoth€r NGO or any other source. This

c6nr,inrrtion eisenron}, st;tes that the Hosprtat witt n;t avail any duplicaie assistanc€ fot the same paubnucase frcm.any oth€r NGO ot any other source.
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n;trent rs based on the arranoement belween lh;Datient & the Hospital, and is in no way iniuencsd by Koshika Foundation. Henca. the Hospitalwll
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in the matler.
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1) By aflixing my signaturc or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundalion and it's T,ustees to

usc/pubtish,/put-up/reproduce my name, address, photo & details ol the 'purpose', for which such assislance is requested/granted, through any

medrum. including but nol timited to verbal, print, eleclronic, for soliciting donations for Koshika Fouodatbn and/or disseminating information about it's

activrticsrachievernenls. Such use ol my photo & details can be made by Koshika Foundation belore or afrer my treattnent or fullllment of the'purpose'

,or whrch assistanrc is beinq requcstcd

2) I (Apptrcant)fu(lher agree lhat any such use o( my name, address, pholo & d€tails ofthe'purpose', fo, whict such assistance is requested./granted,

will rot automalica y entitle me for receiving or continuing the said assistanc€. Th€ decisbn for gra.lirE and/o, continuing the assislaic€ will resl solely

w(h lhe Truslees ol Koshika Foundation, and their decision is this regard will be linal and acceptable lo ms.
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