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DECLARATION byAPPLICANT: qlt({' ERI itso[ rr:

1) I hereby confrm that alldelails in this Form are Tru e to the besl of my knowledge. Any false statement will render my Applicalion & ongolng assistanco if eny'

2) I solemnly confrm that assista
liable for rsjection/cancellatjon

nce. if rscoivgd lrom Koshika Foundation, will bs usEd only for tho 'purposg" as stat€d in this Fom' for which such assistance

was requested bY me

I hereby conlirm thal I have not E will not in luture, avail of reimbursement, in parl or in full' from any oth€r sourc€/Employer/insurance company' ol h€ amount

3)
for which this assistance is requested
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1) Bv afilring my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/publ ish/put-up/reproduce my name, address, photo & details of the'purpose', for which such assistance is requested/g ranted, through any

medium, including but not limited to v€rbal, Print, electronic. for solicitino donations for Koshika Foundalion and/ot disseminating intormation about it's

activities/achievements Such use of mY Photo & details can be made by Koshika Foundation before or alter mY treatnenl or tulfilment of lhe 'PUrPose"

i"i,lHl,Hll?ffi":"Tr:"n;""1'""^1""1", *e of my name. add.ess. phoro & deta s or rhe 'purpose', for whrcr such sssistance is requested/grented'

wi, nor auromaticary entitre me ror receMn;;r -iii"ri"s ii" ,"ia 
"rirct"n"e. 

rrr" iJirrion tiiianting anoior continuing the assistance will rest solely

with the Trustees of Koshika Foundation' a;d their decis;n is this regard wltl be final and acceptable to m€'
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in the matter.
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By afUxing hereunder, signature of our Authoris€d Signatory for recommending this case/pat ient lor linancial assislance from Koshika Foundation' we

(Hospital) herebY affirm & acc€Dt following

1) that ws neith€r are presently nor will in future avail ol financial assistanca lrom snolhe. NGO or any other sourc€. lo. th€ sams Patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted bY Koshika Foundation lf the requested assistance is not granted

by Koshika Foundation, in part or in lull. then the Hospital reserves il's right to make up the shortfal I from another NGO or any other source This

confirmation €sse ntially statas lhat tho Hospitalwill not avail any dupl icai6 assistanca ior the same patienucase from anY other NGO or any other sourc€

2) The assistance from Koshika Foundation is only flnancial in nature The choice of the treatment/procedure advised/cond ucted bY the Hospital on the

patient, is based on ths arrangement between the Patien , g th6 Hqspita l, and is in no way influencsd bY Kosh ika Foundation. Hence , th€ Hospital will

assume sole & comPlete rcspons ibility of the treatm€nt & it s outcome & salety of lhe patignt' and Koshika Found aiion will have no role or responsibility
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