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DECLARATTON by APPL|CA T: qr*(6 Ero qiCqr rrr:

1) I hereby conllrm hat alldetajls in this Form are True to the best oI my knowledge. Any false statement will render my Application & ongolng assistance, if any,

liabl€ lor rojeclion/cancellalion.
Z) iiofernnfy ionnrm ffrat assistance, il r€caived ftom Koshiks Foundation, will be used only for the'purpos6', as stated in this Form,lor rvhich such assistance

was requested by me.
Jiini{UV *"i-i, Ga I have not E will not in future, avail of reimbursement. in parl or in full, from any other source/employer/lnsurance companv. of the amou

for which this assistanca is requested .
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1) By aflixing my signature or lhumb impression on this Form, I

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

medium, including but not limited to verbal, print, electronic, for

activities/achievements. Such use ol my photo & delails can be

for which assistance is b€ing requ€sted

2) I (Applicant) lurther agree that any such use of my name, address, photo & details ol the 'purpose', tor which such assistance is requested/granted,

;ill ;oi automatically eniiue me for receivlng or continuing the said assistance. The decision for granting and/or continuing the assistanc€ will rest soiely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me
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By afllxang hereunder
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of or, Authorised signatory for recommending this case/patient lor financial assistance from Koshika Foundation, v,e

(Hospital) hereby 8fflrm & accept following
1) that we neither are p.esently nor will in future avail ol financial assistance from another NGO or any other source, lor lhe same patient/case, as we are

requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requesled assastance is nol granled

by Koshika Foundation, in Part or in full, then the Hospilal reserves it's right lo mak€ up tho shortfall from another NGO or any other source. This

conflrmation essentiatlY states that the Hospital will not avail any duplicate assistance for thE samo Patienuca s6 kom any other NGO or any other sourco

2)The assistance from Koshika Foundation is only flnancial in nature The choice of the lreatment/procedure advised/conducted by the Hospital on the

palienl, is based on the arrangement between the patient & the Hospital. a nd is in no way inlluenced bY Kosh ika Foundation. Hence. the Hospitalwill

assume sole & complet€ resPons ibility of the treatmenl I it's outcome & safety of the patient, and Koshika Foundation will have no rol€ or responsibility

in the matter.
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of the 'purpose', lor which such assistance is requested/granted, th'ough any

soliciting do;ations lor Koshika Foundation and/or disseminating intormatioo about il s

made bi Koshika Foundation before or after my treatment or fumlment of the 'purpose'
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