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DECLARATION by APPLTCANT: iqFt<E' ERr *cqr yr:

1) I hereby confirm that all details in this Form are True to the best of my knowledge, Any false statement will render my Application & ongoing ssEistsnco, It any,
llable lor rejectiory'cancellation,

2) lsolEmnly confrm that assistance, if recaiv€d from Koshika Foundation, will be used only for th6'purposo', as stated ln thls Form, tor whlch 6udr asslstance
was requesled by me.

3) I hersby conlirm that I havB not & will not in tuture, avail of reimbursement, in parl or in full, from any other source/employer/lnsuBnce comp€ry, of the amollnt

lor which thls agsistance is requested.
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SIGNATURE ofTRUSTEE 1
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By amxing heteunder, signature ol ourAuthorised Signatory for recommendiog thls case/patient forfinancial asslstance fmm Koshlka Foundatlon, wE

(Hospital) hereby aifirm & accept following:

il ttrit wi neittrer are presenilynor will iniuture avail of flnancial assistance from anolher NGO or any other source, lor the same pauent/case, as we arg 
.

r;questing to get from Koshika Foundation, to the extent that such assislance is granted by Koshika Foundation. lfthe requested assistanc€ isnot grantsd

bykoshik; Fo:undation, in part or in full, then the Hospital reserves it's right to make up tho shortlall from another NGO or any other sourcE. Thls

confirmation essentially st;les that the Hospiial v/ill nol avail any duplicaae assistance for the same patienvcase from any other NGO orary otler sourco.

2)The assislance fro; Koshika Foundation is only linancial in rialure. Ths choice of the treatmenuproced,Jre advised/conducted by tho Hospitalonlhe

p;flent, is based on the arrangBment between the patient I the Hospital, and is in no way Influenced by.Kos hika Foundalion. Hence, the Hdspltslwill.

Lssumi sole & complete resp;nsibility of the treat;ent & lt's outcome & salety ofthe patient, and Koshika Foundatlon will have no tole or responslblllty

1) By affixing my signalure or thumb imprelsion on this Form, i (Applicant) he.eby agree & authorise Koshika Foundation and lts Trustees to

use/publish/put-up/reproduce my name, address, photo & details oflhe'purpose", for which such assistance Is tequested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations ror Koshika Foundation and/or dissemlnating lnformaton sbout lfs

activities/achievements. Such use of my photo & details can be made by Koshika Foundation befole or after my lreatment or fulfilm€nt of lhe 'purposg'

for which assistance is being requesled.

2) I (Applicant) lurther agree that any such use of my name, address, photo & details of the 'purpose', for whlch such assistance ls rBquosted/grantod,

will not automatically entitle me for receiving or continuing the sald assistance. The decision for grantlng and/or continuing the asslstanco will rost solsly

with the Trustees of Koshika Foundation, and lheir decision ls this regard will be flnal and acceptable to me,
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