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OECLARATION by APPLICANT: rir+(5 {l dqql Ti:

1) I hereby confirm that all details in this Form are True lo the best ol my knowledge.Any false statement will render myApplication & ongoing assistance' if any'

2) I solemnly conlirm lhat assistanc€
liable for rejectiorrcancellation

, if rsceived Irom Koshika Foundation, will b€ used only for ttle 'purpos€', as stated in lhis Form, lor which such asslstance

was requested bY me

3) I hereby confirm that I have not E wilt not in future, avail of reimbursement, in pan or in fult' from any other sourc€/employer/insurance company' of the atnount

for which this assistance is requested
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'l) By affixing mY signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

use/publish/Put-r.l p/ieproduce mY name, address photo & details of the "PurPose' , for which such assistance is requested/g ranted, through any

medium, including but not limited to verbal' Print, electronic, for soliciting donations lor Koshika Foundation and/or disseminatin 9 information about it's

activities/achievem ents. Such use of mY Photo & details can be made bY Koshika Fo;ndation befo.e or after my treatment or fu []lment of the "Purpose'

for which assistance is being requested a' flrr which such assistance is requested/granted,

2)l(Appltcant)ludheragreethatanysuchuseofmyname'addressphoto&detailsolthe'9urposo"'forrvhichsuchassistan
wi, nol auromaticary entitte me to, rece,r,ni-or 
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with the Trustees of Koshika Foundation, a;d their decisi;n is this regard will be final and acceptable to me'
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By afllxing hereunder, signature of ou. AuthoGd Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby amrm & accept following

1) that we neither are Presently nor will in future avail of llnancial assistance from anolher NGO or any other source, for the same Palienucase. as we are

requ esting to get from Koshika Foundation, to the extent that such assistance is Iranted bY Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in pad or in full , then the HospitaI reserves it's right to make uP the shortfall from another NGO or any other sou rce. This

conrlrmation essentiallY states that the Hospital will not avail any duPlicaie assistanc€ for the samo PatienUcase lrom any other NGO or any other source

2) The assistance from Koshi ka Foundation is only financial in nature The choice of the treatmenUprocedu re advised/conducted by the Hospital on the

patisnt, is basBd on the arrangement between the Patient & the Hospita l, and is in no way influenced bY Kosh ika Foundation Hence, the Hospitalwil!

assume ;oie & complets responsibility of the treatmont & it's outcome & salety of the Patient' and Koshika FoundBtion will hav€ no role or responsibilitY
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