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oECLARAION byAPPLtCANt rqFks ERr dcqr yr:

1) I hereby confirm that all delails in this Form are True lo the best of my knowledge. Any falso statement will render myApplica{on & ongolng aqristancs. lf.ny,
llable tor rcjectiory'cancelhtion.

2) I solemnly confrm that assistance, if received from Koshika Foundation, will be used only for thg'purpqss', as stated in lhls Fotm. fof whldl sudl aa3lstBnc€

was requested by me.

ii if,ertly.onfi,il tt 
"t 

I have not & will not in future, avail of reimbursement, in part or in tull, from any other sourco/employer/insurancs company, ol the amount

for which thle assistance is Fquested.
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l) By amxing my signature or thumb impression on thls Form, I (Applicant) hereby agree & authorise Koshika Foundation and its Trustees to

,l"lproffrf,t-prt-upti"produce my name, address, pholo & details of the 'purposo', lor which such assistance is requestod/granted, through any

meOium, inciuOing Uui not llmited to verbat, print, ;lectronic, for soliciting donations for Koshika Foundation and/or disseminating informallon about ifs

sctvities/achiev;ents. Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or lulfilment of lhe 'purposo'

'or 

wilch asslstance ls being reqqested 
ofthe,oumose,. for whlch such assistanct b requested/grantsd,2) I (Applicant) lurther agrse that any such use of my name, address, photo & details ofthe'puPose', for whlch such assistancl

will noi automaticalty enti o me tor receiving or continuing the sald assislance. The decislon lor granting and/or contlnuing the asslstanc€ will r€3l solgly

with the Trustees of Koshika Foundalion, and thelr declsion is thls regard will be flnal and accoptable to me.
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2) I (qIi(F) 5v <n t <6 {ft *n rq, Tfl, sta qk fq-qlq d t€ TEIT S rr'lrd t nfiit * gi E.<: xrlq- ql r6qE rfr mol rq sfr {

"dfireri qql<e-* <rfrql wt frltq qtdq 3lR qr46rfr d,tll

By affixlng hereunder, sigmture of ourAuthorised Slgnatory for recommending thls case/patlent forlinancial assistance from Koshlka Foundatoo, w€

(Hospital)hereby afiirm & accep( following:

it it lr *i n"iud, are oresenuv oor wilt iniuture avait of financial assistance from another NGO or any other source, for the same patlenucase, as wa are

#q'ij"i|iirs ii i!1r;r'Kost,,xi fornoation. t" the exlent lhat such assistance is granted by Koshika Foundation. lflhe r€quested assistancs is not grant€d

by-i;ilffii""r;trib;,'in purt oitn tutt. tnin the Hospital reserves it's right lo m;ke up tha shortfall kom another NGO or any other sourcE. This

i6nfiimation essentially st;tes that the Hospital will n;l avail any duplicaie assislance for the same patienvcase from.any other NGO or any oher sourc?.

Ziifi" iiriiti.i" tir"iKoihika Foundat;on is only financial in ;ature, The choico of the keatmenvprocedur€ advised/conducted by thP H,qs!l9]-?1jlle

o;tent. ls based on the arranqement between the patient & the Hospltal, and is in no way influenced by Koshika Foundatlon. Hence. lhg Hospltral wlll

:;;;; ;".i; t;"rpi"i" ,eip'onsiUriiiv ot rt e treatment & lt's outcome & safety of the patlenl, and Koshika Foundatlon wltl have no role oI responslblllty

in lhe matter.
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