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DECLARATION by APPLICANT: a A(6 lRI dsql vi:
1) I hereby confirm thal all details in thjs Form are True to the best ol my knowledge. Any lalse slatement will render my Application & ongoing asslstanc€, tt sny,

llable for rejection/cancellation.

2) tsolemnly conlirm that assistance, if received fom Koshika Foundation, willbe us€d only for the 'purpose', as stated ln this Form, tor whlch sudr asslstanc€

was requesled by me.

3) I her;by confi;n hat I have not & willnot in future, avail of reimbursement, in part or in full, from any other source/employer/insurancs company, o, tho

lo. whft* this assistance is requested.

l) * $sqr E{dr {f6 r{ cr6c i f{i'd sS f€ttr tfr srrdrfr + irdqnr*g<Tdtr !fi 6ti f€{q qi 6qn rmrf, crql srdl I al t0 str{dl fr<€d at rsdt tr
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1) By afilxing my signature or thumb impression on this Form, I (Applicant) hereby agres & authorise Koshika Foundation and its Trustees to

use/pubtish/put-up/ieproduce my name, address, photo & details of the 'purpose", for which such assistance is requested/granted' thmugh any

medium, inciuding bui not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activlties/achieve;ents. Such use of my phoio & details can be made by Koshika Foundation belore or after my treatment orlulfilment ottho'purposo'

lor which Bssistance is being requested,

2) I (Applicant) further agreJthaiany such use ol my name, address, photo & details of the 'purpose', lor whlch such assistance is rsquesled/grantad'

will not automitically enii e me for roceiving or continuing the sald assistance. The declslon lor grantlng and/or contlnuing the asslstanoe will r€st solsly

with the Trustee! of Koshika Foundalion, and their decision ls this regard will be final and acoeplable to me.
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By afllxing hereunde., signature of ourAuthorised Signatory for recommending this case/pallent forllnanciat asslstance from Koshlka Foundation, we

(Hospilal) hereby afflrm & accept following:
it rr,:t wl neirr,er are oresentlv nor will in future avail of financial assistance from another NGO or any olher source, for the same patlenvcase, 8s we 8rB 

-

JJ,iij.,,ri,g'ii ;;ii t;J;'*iiiri J iir,.iJJtii,., ilr,r eir"nLGt ir.n urrutance is gianted by Koshika Foundation. ltlhe requested asslstance ls not grantod

iyj<iiiiir,(l io'rno.Lo", in part or in fu . rhe;tn" H-oiiiii i il serr". iis right to m;ke uo th; shortfall kom another NGo or any othor sourcB. Thls

i6nnimation essenlatty states rhat rhe Hosprtit wi,t ;61 avail any dJplicaie assistance ior the same patienucase from.any other NGO or any oher sourca'
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.lrrltlr.i riiri xosrr,ta Fo,noatiorlii onty nninciit in riatuie. te choice of the treatmenuprocedure advised/conducted bv ths Hospital on tho

Datient. is based on the u,r"nq".rnt t",*""n ih"'pri[nia t" Hospitul, and is ln no way influenced by Koshika Foundalion Hence, ths Hdspltalwlll.

:ilil;;jil;.di;i. ,i".p'"-.iioiiiy ii lii ir"ii'iuniartt out.oni. & safely otthe patient, and Koslilka Foundatlon wlll have no rolo or responslbllltv

in the matter.
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