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DECLARATION byAPPLtCANt 3IFF$ Em dq![ yd;

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render myApplicauon & ongolng assistanca, if any,

liable for rejectior/cancellation.

2) lsolemnly coniirm thst assistance, ii received ftom Koshika Foundation, will be used only for the'purpose', ss statsd ln thls Fotm, fo. whlch sudlassislitnc€

rvas requested bY me.

iiifij,tLy conn,i, tf,"t I have not & t{ill not in future, avail of reimbursement, in part or in full, from any other source/employer/lnsuranco compsny. of ths

is requested.
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SIGNATURE oTTRUSTEE 1
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l) By afiixing my signatrle or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trust8as to

ule/puufisU-put-uplieproduce my name, address, photo & details ofthe'purpose", for which such assistance is requested/graoled' through any

medium, inciuding buf not timited to verbat, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating lntormation about it's

actvities/achievements. Such use of my photo & delails can be made by Koshika Foundation before or alter my lreatment orfulfilment ol th9'purposo'

for which assistance is being requested.

2) I (Appticant) further agree that any such use of my name, address, photo & detalls ol lhe "purpose', for whlch such assistanco Is requested/granted,

witt noi auloriticatty entitle me for receiving or continuing the said assistance, The decision for granting and/or continulng the assistance wlll rest solsly

with lhe Trustees ol Koshika Foundation, and lhelr decislon ls this regard will be final and acceptable to me.
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By affxing hereunder, slgnature of ourAuthorised Signatory for recommending thls case/patlent for flnanclal asslstance hom Koshika Foundatlon, we

(Hospital) hereby affirm & accept following:

ii if,ii "i 
n"iff"i r," presentty nor wi iniuture avail of financial assistance from another NGO or any other source, for lho same pallsnuoase, as we ar8 

.

rdquisting to get t orn'Koshik; Foundation, to the extent thal such assistance is gGnted by Koshika Foundation. lflhe requested assistancs isrot grantod

Uy ioifrif,i Fo"unOaiion. in pa( or in full, then the Hospital reserves ifs right to m,ke up the shortlall from another NGO or any other sourc€, Thls

i6nnrmation essentiatty st;tes that the HospitalwiLl n;t avail any duplicaie assistance for the same patienucase from any olher NGO.or any o-th9r rylrlc8.
iiffrJ asJistin"e froniKoshika Foundatio; is onty financial in riaturb. The choice of tho treatmenvproced!re advised/conducted by the Hos_pilialon the

pl ent, ls based on the arrangement between the patient & the Hospital, and is in no way influenced by.Koshika foundalion. H€nce, lho H6spllal will.

assume sole & complete resp;nsibflity of the treatment & it's outcome & safety of the patient, and Koshlka Foundatlon wlll have no role or responsibllity
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