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DECLARATIoi{ by APPLICANT qri<6 Em dsqr rr:
1) I hereby confirm that alldetails in this Fom are True to the best of my knowledge. Any false statement will render myApplication & ongoing assistance, if any,

liable for reiectiory'cancellation.
2) I solemnly conlirm that assistance, if received from Koshika Foundation, will be used onty for the "purpose', as stated in this Form for which suct assistance

was requested by me.
3) I hereby confirm that I have not & w not in tuture, avail of reimbursement, in part or in full, from any other source/employer/insu€nce company' of the amou

for which this assistance is requested.
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1) By aflixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name address. photo & detail

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

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

for which assistance is being requested.

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

wilt not automatically entitle me for receivint or conlrnuing the said assistance. The decision for granling and/or continuing the assislance will rest solely

with the Tn stees of Koshika Foundalion, and their decision is this regard will be final and acceptable to me
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By affixing hereunder. signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hosprtal) hereby atfrrm & accept lollowrng:
1) that we neilher are presen[y nor wtll rn tuture avail of financial assistance from another NGO or any other source, lor the s€me patient/case' as we are

'ljd"l;"s 
ii ;i-i r;.-io"nir,l rorno"r,on. io tlr,e extent lhat such asststanc€ is granted bv Koshrka Foundalion lf the requested assistance rs not granted

by Koshika Foundalion, rn part or in tu , tnen rt" noipiirir"."."" it's right to m;ke up lh; shortfall from anolher NGO or any other source' This

conftrmation essentia y states that the Ho;rt;iwltt-n6t avait any o,.rpticale assistanceior the sam6 patienucase fiom any other NGO or any olhor source'

2) The assistance from xosnila rounoatroriii onii fi**i"r ,n ri"rrr"- fhe choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the alang€ment betw€e; ihJpatLni a 1,e nospital. and is in no wiy rnfluenced by Koshika Foundation' H€nce' the Hospital will

assume sole & complete responsibitity of t;; ir""1,iuni a it 
" 

ort"ore & safety of lhe paient, and Koshika Foundalion wlll have no rol€ or responsibility

in the matter
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(Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees to
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soliciting donations for Koshika Foundation and/ot disseminating information about it s

male O-y XosfriU foundation belore or afler my treatment or fulfilment ol the 'purpose'

18-08-2024

,]

-r.ii,

4-F


