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DECLARATTOT{ by APPLICANT: o{a(6 ErO Siqqr Yli
.l) 

I hereby confrm ftal all details in this Form are True lo the best ot my knowledge. Any false slatement will render my Application & ongd.g assist8nco, i, any,

liable for roj€clion/cancellation.
Zt i sofeirinfy ionf'- tat a$sistance, if received lrom Kqshika Foundation, will be used only for th€ 'purpos€" as stated in this Form. tot whidl 6uch a$istanco

was requested by me.
JiiiJi-oi *.t,i" tra I have not E wilt not in future, avail of reimbursement, in part or in tull, ftom any other source/employo/insu€n@ @mpanv. ol th€ amotrnt

for which this assistance is requested.
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1) By afilxing my signalure or ihumb impression on this Form, I (Applicant) hereby

use/puutist/-put-uplreproduce my name. address. photo & details of the "purpose''

medium, inciuding but not limited lo verbal, print, electronic, for soliciting donation

activities/achieve;ents. Such use ol my photo & details can be made by Koshika

agrce & aulhorise Koshika Foundation and it's Trustees lo

for which such assistance is tequested/granted, through any

s for Koshika Foundalion and/or disseminating intormation about it's

Foundation before or after my treatmenl or fulfilmenl ot the 'purpose"

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details ofthe'purpose', for v,,hic-t| such assistance is requested/granted'

will not automalically entitte me ror receiving oi 
"ontinuing 

tr" 
""lo "tiistance. 

The decision for granting and/or continuing the assistance will rest solely

with the Trust€es of Koshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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vail of financial assistance from another NGO or any other source. lor the same patienucase, as we are

1) th
requesting to get from Koshika Foundation, to the extent that such assistance is grantod by Koshika Found ation. lf the requested assistance is not granted

by Koshika Founda tion. in part or in full, then the Hospital reserves it's right lo make uP the shorlfall from another NGO or any other source This

confirmation essentiallY states thal lhe Hospital will not avail any duplicato assistance for the same patienucase from any other NGO or any othsr source

2) The assistance from Koshika Foundation is only flnancial in nature. The choice of the t.eatmen Uproced ure advised/conducted bY the Hospital on the

patient, is based on the allangemenl between lhe patient & lhe Hospital . and is in no way influenced bY Koshika Foundation. Honco , the Hospital will

assume sole & complete responsibilily of the treatment & it s outcome & salety of the Patient, and Koshiks Foundation trill have no role or responsibility
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By affixrng hereunder, signature of our Authorised Signatory for recommending this case/patient tor fihancial assistance from Koshika Foundation' we

pitalthereby affirm & accepl followrng:
at we neilher are presently nor will in future a
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