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DECLARATION by APPLICANI: qr+{qi !m qisq !-ri
1) I hereby conlirm that all details in this Form are True lo the besl of my knowledge. Any fals€ statement will render my Application & ongoing essistanca. It any,

liablo tor rojectiorrcancellation.
2) I solemnly confirm lhat assislance, if received from Koshika Foundation, willbo usod only for the'purposg'. as stgted in thb Fom. for which such 83i8tanc€
was requestd by me.
3) I hereby confirm that I have not E will not in future, availof reimbursement, in part or in full, from any other source/employer/insurancs company, ot th6 atnount

for which this assislance is requested.
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SIGNAIURE ol TRUSTEE 2
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1) gy afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundalion and it's Trustees to

use/publish/put-upkeproduce my name, address, photo & details of the 'pu.pos€", for which such asslstance is requestod/granted, through any

medium, including but not limited to verbal, print, electronic, tor solicitlng donations for Koshlka Foundatlon and/or dissemlnating lnformallon about l{s
activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation berors or after my treatrnent or lumlment ollhe'purpose'
fo. which assistancE is being request€d.
2) I (Applicaht) further agree that any such use of my name, address, photo & detailg of the'purpo3o", tor whlch such asslstance is r6qu$ted/granted,
wilt not automatically entitle me for rec€iving or continuing the said assistance. The declsion tor granting and/or conlinuing the asgigtancr will rest golety

wlth the Trustees of Koshika Foundation, and their decision is this regard wlll be final 8nd accoptable to me.
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By afiixing hereunder, signature of ourAuthorised Signalory for reclmmonding this casg/patignt lor linancial as$istance Lom Koshika Foundation, we
(Hospital) hereby afirm & accept following:
1) that we neilher are presently nor will in future avail of flnancial assistance lrom another NGO or 8ny othe. sou.ce, for thg 6€ms patbnucase, as we ara
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistsnc€ is not granted
by Koshika Foundation. in part or in full, then the Hospilal reserves lt's .ight to mak6 up ths shortfall from Enother NGO or any other sourc€. This
conllrmation essontlally states that thE Hospital will not avail any duplicato asslstancs for tho samo patl€nucagg ftom 8ny othor NGO or any othff sourcE.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatrnenuprocrdure advised/conducted by the Hospilal on lhe
patient. is based on the arrangomont between the patl€nt & tho ltospltal, and is ln no way Inlluancod by Koshlka Foundatlon. Henco, tho Hospltalwlll
assume sols & completg responsibility ofthe treatrnent & it's outcome & salety ot the pstiont, End Koshlka Foundation will hsvo no rgle or responsibility
in the matter.
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