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OECLARATION byAPPLICANT: rcrd<6 EI{I dsrfl T{:

1) I hereby confirm that alldetaits in this Form are True to the best of my knowledge. Any false slalement will render myApplication & ongoing assistance, if any,

liable for rejectior/cancellation.
Z) t sotemnty ionnrm ttrat assistance, if received hom Koshika Foundation, will be used only for the "purpose', as stated in this Form for which such assislance

was requested by me.
JiinJ[-dv i""n- ha I have not & will not in future, avail of retmbursement, in part or in futl, from any other source/omployer/insurance company' of the amou

tor which this assistance is rcquested.
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(Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees lo

s oithe 'purpose , for which such assislance is requested/granted' through any

soliciting donations for Koshika Foundation and/or disseminating information about its

made b-y Koshita Foundation belore or after my treatment or fulfilment ofthe'purpose"

for which assistance is being requested.

2) I (Applicanl) Iurther agree that any soch use of my name, address. pholo & details of the "purpose", for which such assistance is requested/granted'

will not automatically entitte me for receiving or continuing the said assistance. The decision for granting and/or Gontinuing the assistance will rest solely

with the Trustees ol Koshika Foundation, and their decision is this regard will be final and acc€ptable to me'
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'l) By affixing my signalure or lhumb impressaon on this Form, I

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

medium, including bul not lirniled to verbal, print, electronic, for

activities/achievemenls. Such use ol my photo & details can be
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By affixrng hereunder, srgnature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshaka Foundation, we

(Hospilal/ hereDy arf'rm & accepl lollowrng.
1) that we ne{her are presently nor \rrll tn future avail ol financial assistance from another NGO or any other source lor the same patient/case' as we are

requestrnq to get from Kosnika t-ounoatron]iJ the extent tnat sr-rch assistance is granted by ioshika foundation' lf the requested assistanc€ is not granted

by Koshrka Foundation, in parl or in tutt. the;tu ni"pii"i ,"""r""" it s right to m;ke ir; lh; shortfall fiom another NGO or any olher source This

confirmation essentiatty states that the Ho;i;iwrri njiarair anv orpricaie assisrancoior the same patrenucase from.any other NGO or any othor source

2, The assistance from Kostriia rounoatr#ii-orty frnancrat rn natuie. The choice ol th; tre;tmenuproctdure advised/conducted by the Hospital on the

oarienr,,s based on rhe arransement betw;J;;;;";;if,;;; i;;;;:;*;i l"-Jit i-" i'" *"ii"n"enceo uv roshika Foundation Hence the Hocpital"vill

assume sole & complete responsibitity of tii i'.""t,i""i4 itt o'rc"'ie a sarety ot trre Jatient' anJxostiirc rotrnoation will have no role or responsibilrty
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