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OECLAnATIoN by APPLICANTT !qr*(!F lm qlqql !?:

1) I heteby contirm tEt alldetails in lhis Form are True to the best of my knowledge. Any false statement will render myApplication & ongoiog assislance, if any,

liable lor rejeclion/can€ellation.
2) I sofemnly ionfirm fhat assistanc€, if,eceived lrom Koshika Foundation, will be used only for the 'purpose', as stiated in this Form. for which such assistance

,,vas requested by me.
Siiii,.ily *,i,n,ii t a thave not & wilt not in tuture, avail of reimbursement, in part or in tull. from any other source/employer/insurance ctmpany, ol the amount

for whhh fiis assistance is tequested.
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1) By afiixing my signature or thumb impression on this Form, I

use/publish/pullp/reproduce my name, address. pholo & detail

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

activities/achievements. Such use of my photo & details can bo

for which assistancr is being requested.

2j I (Appticant) tudher agreJthai any such use of my name, address, photo & details of the 'purpose". for whict such assistance is requested/granted,

witt noi automaticatty entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with lhe Trustees of Koshika Foundation. and their decision is this regard will be final and acceptabls to me.
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By afflxing hereunder, 
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rre of ou, nrtf,orised Signatory for reclmmending this case/palient for financial assistance from Koshika Foundation, '"e
(Hospital) hereby aflirm & accept lollowing
1) that we neither are prese nlly nor will in f!ture avail of flnancial assistance from another NGO or any other source.lor the same patienucase, as we are

.equesting to get from Koshi ka Foundation, io the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is flot granted

by Koshika Foundation, in Part or in full, then the Hospital reserves it's right to make up the shortfall hom another NGO or any other source. This

confi rmation essentially stales that lh6 Hospital will not avail any duplicale assistance for the same patienucase from any other NGO or any other source

2) The assistance from Koshika Foundaiion is only financial in natu.e The choice of the treatmenVprocedure advised/ conducted by the Hospital on lhe

patient . is basgd on the arrangemsnt between tho pati€nt & the Hospital, and is in no way inlluencod by Koshika Foundation. Hence, the HosPital will

assume sole & complete responsibility of the keatment & it's outcome & safety ofthe pationt, and Koshika Foundation veill have no role or responsibilily

in the matter.

.r,t .,6}, 
".*t "f 

;ck i crred,fr 6i "6ttrfl qrc*rn' t frt*q srrdr *g fsarfu nl crd t, firt Eq (us il) frq r*n C qrq c Et6R 6d tr

l ) q[ fl6 ; d o.dq,, .it ? d qfrq { ftfrrc slrq frsl itr qrrrt t'sn qr frsl w{ q}i t zxr t'imcd il di qr d ri l, it fa rqi 'littlfi 5rs-*T{'

i fimrftwFnffr ra * sqq {'6iftr6r sE-C r' Em r< tg fo c& '6itm $rtCrr' Em sr[{dl tnfd lqfrr5a6-f, tE c-d{ r0 Bqr qrdl i ii\irF a

ffi e-qik qr6rt {m qr ffi q-{ T;qllr{ i wl{dl +i 6l qfi{fR {fird ra-dl tl wlf {wEaqr lfr rfiw fl E'fic q< 3ikl t'fuqrrd +g frd
rr{ Tr6rt tgt qr ffi lrq {tq{ d 1A d'v+ir
z. .qifufi $rg;e{i" d el 'ri ftrc *{d Rf{c rqif{ si t{ c{ f,R.dIE Em d rli x-dlr q fii rd 3cslwFd ql xrlq t'fi {'i
* {-s frcq I .ct "6iRI6t vrr*rn' gm ffi mr o oli <rn rd tr wH rq-tm { t'i * rarq g{$ qt{ qri srt 61 {rt

41 *,t qt'df{r6l' d Eti lfrdr a f{ffi Fq crrd { nfl *flt

(Applicanl) hereby agree & authorise Koshika Foundation and it's Truslees to

s of the 'purpose', for which such assistancs is requested/granted, through any

soliciting donations lor Koshika Foundation and/or disseminating information about it's

made bt Koshika Foundation belore or affer my treatment or fumlment ol the 'purpose'
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