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DECLARATIOI{ ty APPLICAXIT qri<6 E{ tttMr rr:
1) I hecby confirm hat all details in lhis Fom are True lo lhe besl of my knMedge, Any hlse statement will render my Application & ongoing asshtanca, if any,

liablo for r€ieclion/cancElhlion.
2) I sol€mnly confirm thst gssl8tBnc€, if E€aived ftom Koshlka FouMation, t{ill b€ wed only lbr ho 'purposef, Es sbted in this Form. lor which such assi8lEnco

was requested by me.
3) I hereby confin hat I have not & will not in future, avail of rsimhuGement, in part or in full, from any other source./employEr/insuranc€ company, ol tho amount

for which trlis assistance is requested.
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By af,ixino hereunder, signature of ou. Authorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundation, we

(Hospital) hereby afrrm & accept loilowing:
i1 ttrit we nemer are presen y nor will inhture avail of financial assistance from another NGO or any othor sou.qg, for the ssrns patienucase, as w€ ara 

.

#questing to get lrom'Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lftho requ€sted assistancs is not granted

U-V-io"friii fo'*O"tfon. in part or in full, then tho Hospital res€rves il's right to mako up the shortfall from another NGO or any other source. Thls

c6nnrmation essentiatty sdt€s that th€ i.tospital will not avall any duplicaag assistanca lor the sams pationucase frcm any ofhsr NGO ot any oth€r soutca.

iine 
"i.i"t"n"" 

troni Koshika Foundatio; is only financial in nature. The choice of the treabnenuprocadure advised/conducted by the Hospital on the

pfu"nt, ir litrO on ttr" arrangsment betrvesn the patient & ths Hospital, and is in no way inf,usnced bf Koshika foundatlon. Honco, lho Ho8pltalwlll

assume sole & complete r€sp;nsibility of tho trsatment & it 9 outcome & safety o{ the patent, snd Koshika Foundation will have no role or rssponsibility

1)By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation 8nd its Trustoos to

use/publish/put-up/reproduce my name, address, photo & details ol tho 'purpose', lor which such assistance is requestod/granted, through any

medlum, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dlssaminating informadon sbout it's

ac{ivitios/achievements. Such us€ o, my photo & deialls can be made by Koshika Foundation belore or after my lreatment ot tumlment of lhs 'purpose'

for which assistrance is being requesled.

2) I (Applicsnt) fudher agree that any such use of my name, address, photo & detaib ol the 'purpose', for whiclr such assistance is requeeted/grant€d'

;lt ;ot automaticafly enaile me for receiving or continuing the said assistance. The decision for granting and/or @ntinuing th€ assistance will rest solely

with the Trustees of Koshika Foundation, and lheir docision ls this regard will b€ llnal and acc€ptable to mo.
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