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DECLARATIOT{ byAPPLtCAt{T rcr*(6 !m dqqr rr:
1) I he{eby coofim that all details in his Form are True to the best of my knowbdge. Any false statement will render my Application & ongolng assistan@, if any'

liable for rejection/cancellation.

2) I solemnly confirm tlrat assistance, if Gceived lrom Koshika Foundalon. will be used only fo. the "purpose", as stated in this FoIm, lor \thidl sucil gssislance

wBs rsquestod by me.
SiitreriOy connrm ttrat I have nol & will not in future, avaal of reimbursement. rn part or in full, from any other source/employer,4nsurance clmpaoy, of the amount

tor which this assistanc€ is requested.
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1) By affixing my signature or thumb impression on this Form. I

usa/publish/put-up/reproduce my name. add.ess photo & detail

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

activitieJachievements. Such use of my photo & details can be

for which assistrance is b€ing requestsd

2) I (Applicant) funher agrei that any such use of my name, address, photo & details of the 'purpose". tor which such assistance is requosted/grantsd,

wil noi automaticatty enitle me for receiving or cont;nuing the said assistance. Thg docision lor g€nting and/or .ontinuirg the gssistanc! wlll rcsl sol€ly

with the Trustees of Koshika Foundalion, and their decision is this regard will be final and acceptEble to m9.
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gy affixing hereunder, signature of our Authorised signatory for recommending this case/patienl for llnancial assrstanca from Koshika Foundataon. we

(Hospital) hereby atfrm E accepl followrng:
1t thrt we neiiher are oresentv nor wrlt in fulure avatl ol iinancial assistance from another NGO or any other source, for the same patl6nucas6, as we are 

.

lJ,ill!!,1""r'I iill tiii'"r,;;;il;;;;i;", i; Ge eirenr urar iucr assistance is granted by Koshika Foundation lflhe requosted assistanc! is not sranted

uiiioirri|(i roi,no"rion, rn pan or rn tu . then1r," xoipirui ,"""rr"" n s right to m;ke up th; shortfall lrom another NGo or any oth€r source This

;nfirmation essentia y states that the Hospit;l wi not avail any duplicaie assistanceior the same Patianucase from any othor NGO or any other source

ii irr" ii"iit"""" tio*i Koshira rounoatioriii-onii nnin.i"r in rirtr* rrre choic€ of the treatment/procedlre advised/conducted by the Hospital on ths

!ltent,-ii Oaseo on ttre anangement between ihe'patient & the Hospital, and is in no way influenc€d by Koshika Foundation. Hence, the Hospitalwlll

li"r.L ioi" a.orpr"te resp-onsibility of the rruultlunia it'" ort"onio & salety of the patlont, and Koshika Foundation will have no role or responsibility

in the maner.
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trusts€s to

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

soliciting donations fo. Koshika Foundation and/or disseminating ihformation abgut it's

made by Koshika Foundation before or after my treatment or fulfllment ol the "purpose'
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