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DEGLARATION byAPPLtcAt'lT: on+<d Em *qv[ vd:

1)l hereby confirm thal all details in this Form are True to lhe best of my knowledge, Any lalse statement will r€nder my Application & ongolng asslstancs, ll any,
llable for r€jectiory'cancellation.

2) I solemnly confirm that assistance, if received ,rgm Koshika Foundation, will be used only for the 'purposo', 6s statod ln thls Fo.m, to. whldr such asslstanc.

was lequesled by me.

3) I her;by confirm that (havs not & will not in future, avail ot reimbursement, in part or in tull, from any other sourcg/employer/lnsurance company, o, ho amount

foa whldl this assistanca is requested.
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By affixing hereunder, signature of ourAuthorised Signalory for recommending thls case/patient for flnanclal asslstance from Koshlka Foundadon, we

(Hospital) heleby afiirm & accept following:

1) that we neilher are presently nor will in flture avail of financial assistanc€ from anolher NGO or any other source, for lhe same pauenucas€, as we aro 
.

r;quesling to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe requested asslstance lsrot grsntod

bykoshika Foundation. in part or in full, lhen the Hospital reserves it's right to make up the shorttall from another NGO or any other source. Thls

confirmation essentially sbtes that the Hospitalwill not avail any duplicate assistance for lhe same patienucase from any other NGO orany other sout@.

2)The assistance trom Koshika Foundation is only financial in nature. Tho choice ofthe treatrnenuprocodure advised/conducted by the Hoslltalon lhe
patient, ls based on the a(angement between the patient & lhe Hospital, and ls ln no way influenc€d by Koshlka Foundatlon. Hencs, lhe Hd8pltsl wlll

assume sote & complete responsibllity ofthe lreatment & it's outcome & safety of the patient, and Koshlka Foundatlon wlll have no role or rcsponslblllty

in the matte.

1) By afiixing my signature or thumb impression on this Form, I (Appllcant) hereby agree & authorise Koshika Foundation and ils TrustEss to

uie/pubtish/put-up/reproduce my name, address, photo & details ofthe "purpose', for which such assistance is requested/granted, lhmugh any

medium, inciuding but not limited lo verbal, print, eleckonic, for soliciting donations for Koshika Foundation and/or dissemlnatlng lnformation about lfs

sctivlties/achieve;ents. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of lhs'purposg'

lorwhich assistance is being requested.

2) I (Applicant) turther agree that any such use of my name, address, photo & detaits of the 'purpose', lor which such asslstance ls requested/grantod,

v{ill not automatically enttle me lor receiving or continuing the sald assistance. The declslon for grantlng and/or conUnulng the ssslshnce will rssl solely

wlb lhe Trustees of Koshika Foundation, and thelr decision is thls regard will be final and acceptable to me.
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