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DECLARAnO by APPLICANI qr+({' s dsqr vi:
'l) I hereby confim lhal all details ln lhis Form are True to the best of my knowledge, Any false statement will render my Application & ongolng ssslstaoca, l, sny,

liabl8 ror r€jectiory'cancellauon,

Z) iiotemntybnnrm Uat assislance, if rec€ived from Koshika Foundation, willbo usod only for the hurpose', as statod in 0,ls Fo.m. for whlch such 888ktanc.

was requested by me.

iiifiJ[-di,-i-"'.n-il tna lhave nor & wi not in future, avait of reimbursement, in part or in full, from any other source/omployer/insuranc! companv, o, tho a

for whhh this sssistanca is requested.
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(Applicant) hereby agree & authorise Koshika Foundalion and it's Trusteos lo

s of the 'purpose', for which such assistance ls requested/granted, through 8ny

soliciting donations for Koshika Foundation and/or dissemin?ting lnlormatlon about ifs

made bi Koshika Foundation before or after my treatment or fulfilment of lhe "purposo'

1) By affixing my signalure or thumb impression on this Form, I

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

medium, including bul not limited to velbat, print, electronic, lor

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

,orwhlch asslstance is being requested.
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of my name, address, pioto & delails of the 'purpose', ior whlch such assistancE Is requostedlgrsntod,

iliri iol uuiorlri."rry uni1e me tor rlceivinl oi continuing tire said assistance. The declslon lor grantlng and/or contlnuing lhe asslslancs wlll resl sololy

with the Trustees oiKoshika Foundation, and thek decision ls thls regard wlll be flnal and acceptable to me.
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By affixing hereunder, signature of our Authorised signatory for recommending thls case/pallent lorfinancial assistance from Koshlka Foundation. wa

(Hospital) herebY affirm & accept following

1)lhat we neithel are presently norwill in fulure avail of finanoial assistance lrom anothel NGO or any olher source, for the same patienvcase, as ws arg

requesting to get from Koshika Foundation, to the exlent that such assistance as gra nted by Koshika Foundation, lf the requ ested assistance is not granted

by Koshika Foundation, in part or in full, then the Hosp ital reserves il's right to make up the shortla ll lrom another NGO or a ny other source. Thls

conflrmation essentiallY states that the HosPitalwill not avail any duplicale assislance for the same patienucase from any olher NGO or any other sourc€

2l The assistance from Koshika Foundalion is only Ilnancial in nature The choice ol the treatmenuProcedure advised/conducted by the Hospltal on th€

Pat ient, is based on the arrang ement between ths palient & the Hosp ital, and is in no way influencsd bY Koshika Foundation. Hence, the Hdspltal wlll

satety of the Patlent, and Koshlka Foundatlon wltl have no role or resPonslblllg
&

ass ume sole & complete responsibility olthe treatment & il's oulcome
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