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DECLARATIOI by APPLICAT{T: qI.K6 F{ {qql YTI

1 ) I hereby conlim hal all details in tis Form are True to lhe best o, my kno,vledge, Any hlse stalem€nt will reoder my Application E ongoing assistance, if any,

liabl€ for rBjoc{ion/cancsllation.
Zt i sofernfiipnt- ti,st assistanca, il received from Koshiks Foundation, wlll be used only to. he 'purposa', as stated in this Form. for which such assislance

was .equested by me.
:iiifi#ui-"",,iri, urrt I have not & wi not in tuture. avail of reimbursement, in part or in tull, from any oths source/employer/insurance companv. of tho amount

for which this assislance is requested
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1) By af,ixing my signature or thumb impression on $is Form, I

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

medium, including but not limited to verbal, print, glectronic, lor

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

fo. which assistrance is being requested.

2l I (Applicant) tunher agree that any such use of my name, address, photo & detalls ol th€ 'purpo3e', for which such assistance is requested/granted,

witt noi automiticatty eniitle me for receiving or continuing the said assistance. The declsioo for granting and/or continuing the assistance wlll rest solely

with the Trustees oiKoshika Foundation, and th€ir deqision is this regard will b€ final and acc6ptable to m€.
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By afrixang hg.eunder, signature of our Authorised Signatory for recrmmending this case/patienl lor financial assistance lrom Koshika Foundation, we

{Hospital) hereby afiirm & accept following
1)that we neither are Pre sently nor will in future avail ol financial assistance from another NGO or any other source, for the same patienvcas€, as we are

requesting to get from Koshika Foundation, to the extent that such assistanc€ is granted by Koshika Fouodalion. lf the requested assislance is not granted

by Koshika Foundation, in part or in full, lhen the Hospital reserves it's right to make up the shortlall from another NGO or any other source. This

conflrmation essentiallY statos that the Hospitalwill not avail any duplicate assistance for the sam€ patienucase trom any other NGO or any other source

2)The assistanc! from Koshika Foundation is only financial in nature. The ctoice of lhe treatnent/procedure advised/conducted by the Hospital on the

patient, is based on the arrange ment betwo€n the pati€nt & the Hospital. and is in no way inf,uenc€d bY Koshika Foundation. Henc8, the Ho6pitalwill

assume sole & completo r€sPon sibility of the treatm€nt & it's outcome & salety of tho pationt, and Koshika Foundation will have no 1016 or responsibility

rn the maner.
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(Applicant) heroby agree & authoise Koshika Foundation and it's Trustees to

ls of the 'purpose', for which such assistance is requested/granted, through any

soliciting donations for Koahika Foundation and/or disseminatifig information about it s

made b, Koshlka Foundation boforg or afier my treatment or fumlment ofthe'purpose'
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