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DECLARATIoiI by aPPLlcAt{I: sI+(6 Em dcql rrr
1) I hereby conlirm lhat alldetails in this Form are True to the besl of my knowledge. Any false statement will render myApplication & ongoing assislance' if any,

liable for rejectiory'cancellation.

a il-rii"i"fy-i".lir"Gii assistance, it receiveo lrom Koshika Foundation, will be used only for the'purpose', as staled in this Form. for which such assistance

was requested by me
3) I hereby conlirm ttrat I have not & will not in future, avait of reimbursement, in part o. in full, from any other source,femployer/insuGnce company. of the amount

for which this assistance is requested
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'l) By afflxing my signature or thumb impression on this Form' I

use/publishi purupheproduce my name, address, photo & detail

medium, including but not limited to verbal, print, electronic, for

activities/achievements. Such use ol my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

s of the 'purpose', for which such assistance is requested/granted, through any

soliciling donations for Koshika Foundation and/or disseminating lnformation about it's

maOe b-y Koshita Foundation betore or after my treatment or fullllment ol the "purpose'

for which assistance is being requested.

2) l (Applicant) fudher agree that any such Use of my name, address' photo & details o, the .purpose", for which such assistance is requested/granted,

will not automatically entiue me tor receivint or cont'inuing the saio assistance. The decision for granling and/or continuing the assistanc€ will rest solely

with the Trustees of'Koshika Foundation, and their decision is this regard will be flnal and acceptable to me'
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By affixing horeunder, signature of our Authorised Signatory for recommending this case/patient for tinancial assistance from Koshika Foundation we

(Hospital) herebY afilrm & accept following
avail of llnancial assistance from another NGO or anv other source, lor lhe same palienucase, as we are

Foundation. lf the requested assistance is not granted1)that we neither are presently nor will in future
from Koshika Foundation, to the extent that such assistance is granted by Koshika

requesling to get
or io full, then the HosP ital reserves it's right to make up the shortfall from another NGO or any other source. This

bv Koshika Foundation, in Part
c;nfi rmation essenliallY states that the Hospital will not avail any duplicate assistance for th€ sam€ patienucase from anY other NGO or any other source

2) The assistance from Koshika Foundation is only flnancial in nature The choice of the treatmenuproced ure advised/con ducted bY the Hospital on the

patient, is bas6d on the arrangement between the Patisn t & the Hospital, and is in no way inf,uenc8d bY Koshika Foundation. Hence. the Hospital $rill

assume sole & comPlete responsibility of the troatment & it's outcome & safety of the patlent, 8nd Koshiks Foundation will have no role or responsibility
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