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OECLARATION by APPLICANT: sT+Ff, !m EilqT q':
1) I hereby confirm trlal all details in his Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assislance, if any,

liable f or rejecliory'cancollation.
2) I sol€!'nnty ;lnnnn tlst assislance, if received lrom Koshika Foundation, lvill be used only for the 'purposs', as stated in this Form. tor which suct assistance

was .equested by me.
S) t her;Uy clnlim ha lhave not &will not in future. avail of reimbuEement, in part or in full, from any other source/employer/insuBnce clmpany, ol the amount

for which this assistrancs is .equested.
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By afixing he.eunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afiirm & accept following:
i; tnit wi neittrdr are presenlly nor will inluture avail ol financial assistance from anothe. NGO or any other source. for the same patient/case, as we are

r;questing to get hom Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

bykoshiki Fo-undation, in part or in tull, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This

confirmation ess6ntially st;tos that the Hospital will not avail any duplicat6 assistance for tho sam€ patienl/case lrom any other NGO or any oth6t source.

2)The assistance from Koshika Foundation is only financial in nature. The choice of tho treatmenuprocedlre advised/conducted by the Hospital on the
pltient. is bas6d on th8 arrangomont betwaan tho patient E the Hospital, and is in no way inlluenc6d by Koshika Foundalion. Hencg, th6 Hospital v'/ill

issume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshiks Foundalaon will havo no role or responsibility
rn the matter.

l) By afiixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/pulup/reproduce my name, addr6ss. photo & details of the 'purpose', tor which such assistanc€ is requested/granted, through any

medium, inciuding but not limited to verbal, print, eloctronic, for soliciting donations for Koshika Foundation and/or disseminating Information about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation berore or after my treatmenl or fulfilment ol the 'purpose'

for which assistanc? ls being requested.

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

wi not automatically entitle mo for rec€iving or continuing the said assistance. The docision for granting and/o. continuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceplable to me.
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