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DECLARATIOIi by APPLICAI{I; qd(tr Em dcqr r'r:
1) I hereby confirm fiat all debih in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing essistance. if any,

liable for roi€ctiodcancellalion.
2) I solemnly confirm lhat assistance, il r€csivsd lrom Kqshika Foundation, will be used only for h€ "purp(,se', as slated in ltris Form fur whidl suctr a$istanc€

I'iiffi"it:ff'f#T" I have not & wil not in luture, avait of reimburser€nt, in part or in tull, from anv olh€r sourc€/omplover/in$'lran6 companv' ol the amount
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1) By aflixing my signature or thumb impression on this Form' I

usei publish/put-upkeproduce my name. address. photo & detai

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

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

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

ts oi tne "prrpo"";, tol. 'nhich such assistance is requested/granted' through any

,ofi"itingio;"tion" tot Koshika Foundation and/or disseminaiing inform?tion about il's

i"J" oy ro"r,ir" r*ndation before or after my treatment or fumlment ot the 'purpose'

for which assistance is being requested

2) I (Applicant) further agree that any such use of my name, address. photo & delails of the "purpose", for which such assistance is requested/granted'

will not automatically enti e me for receiving or continuing the said assistance. Th€ decision ior grantang and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, a;d their decision is this regard will be final and acceptablg to me'
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By aflixing hereunder signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept tollowing
1) that we neith;r are presently nor will in future avarl ol financial assistance from another NGO or any other source, for lhe same patienl]case, as we are

.equesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation lf the requested assistance is nol granted

by Koshika Foundation, in part or in full, then the Hospita I reserves it s right to make up the shortfall from anolhe r NGO or any other source. This

confirmation essen tiatly states that the Hospital will not avail any duplicat6 assistance for the sam6 patient/case from any other NGO or any othgr source

The assistance from Koshika Foundation is only financial in nature The choice of the treatmenvprocedure advised/conducted by the Hospital on the
?)
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patient is based on the arrangement between the patient & th€ Hospital, and is in no way influenced by Koshika Fou ndation. Hence, ths Hospitalwill

assurne sole & complete responsibility of the keatment & its outcome & salely ol the patie nt, and Koshika Foundation will have no role or responsibility
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