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DECLARATION by APPLtCAitI qFt<6 ET(l dqw Fd:

1) I hereby confirm that all delails in this Form are True to the best o, my knowledge. Any false statement will render my Applic?lion & ongolng Esslstanco, ir any,
llable for rejectiorvcancellalion.

2) I solemnly conlirm that assistance, if rcceived from Koshjka Foundation, will be used only for the'purpose', as staiBd ln thls Form, for whlch such a$ll8tanca

was requesled by me.

3) I he;by confiim that I have nol & will not in futur€, avail of reimbursement, in part or in full, fiom any other source/employer/lnsurancs comp€ny, ol ths amount

lor which lhis essistancg is requested.
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1) By afiixing my signature or thumb impression on this Form, I (Appticant) hereby agree & authorise Koshika Foundation and lt's Trustees lo

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

medium, inciuding but not timited to verbat, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about lt's

activi0es/achieveirents. Such use of my photo & details can be made by Koshika Foundation befole or alter my treatmont or tulfilment otlhs'purpose'

for which assistance is berng requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details ol lhe'purpose', lor whlch such assistance ls requesled/granted,

wltt noi automaticatty entitte me for roceiving or continuing lhe sald assistance. The decision for granting and/or conlinuing lhe asslstance wlll rost solgly

with the Truslees of Koshika Foundation, and their decision Is this regard will be final and acceptable to me.
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dlrfi, { (tfi+ffi) qrn s6qf( *1 gk 6GI {. cs "FiRI6t sriSw qt ss* aTfr{ 'ci qF{d e'al tt6 t( dc,

By affixing hereunder, signature of ourAuthorised Slgnatory for recommending this case/patlent for flnanclal asslstance from Koshlka Foundatlon, tYB

(Hospital) hereby affirm & accept following

i) th;t w; neithdr are presently nor will in future avail ol financial assistance from anolher NGO or any other source, for the same patlenuoase. as we ar6

r;questing to get from Koshika Foundation, !o the extent that such assistance is granted by Koshika Foundation. lflhe requested assistanoo isnot grantod

bykoshika Foundalion. in part or in lull, then the Hospiial reserves it's right to make up lhe shortfall from another NGO or any other source. This

cinllrmation essenlially states that the Hospital will nol avail any duplicate assislance for the same patienucase from any other NGO or any other sourct.

2)The assistance lrom Koshika Foundation is only financial in nature. The choice ofths treatrnenUprocedure advised/conducted bythe Hoslital on tho

patient, ls based on the arrangement betlveen the patient & the Hpspilal, and is in no way influenced by Koshika Foundalion. HencE, the Hdspllal will.

assume sole & complete responslbllity ot lhe trealment & lt's outcome & safery ofthe patient, and Koshlka Foundatlon wlllhave no role or responslbillty

in the matter.
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