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DECLARATION byAPPL|CANT: i{r+(6 ERr s}wn cr:
1) I hereby confrm lhat all d€tails in this Form are True to the best of my knowledge. Any false statement will render my Application & ongolng assistsnce. if any'

liable for reiection/cancellatjon.

2)l solemnly confrm t]at assistance. if received from Koshika Foundation. willbe used only lor the "purpose', as stated in this Fom. for whidl suct assistance

was requested bY m€.
iiif,",irOv aorfrm tfr"t I have not E wi not in future, availol reimbursement, rn part or in full, from any other source/employer/insurance company, of thB amou

fo. which this assistance is requested.
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1) By alfixing my signalure or thumb impression on lhis Form, I

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

medium, including but not limilad to verbal, print, electronic, lor

activities/achievements. Such us€ of my photo & details 6an be

for which assistance is being requested

2) I (Appticant) further agree that any such use of my name, address, photo & details of thB 'purpose"' for which such assistancs is requGted/granted'

will not automatically enti[e me for receivint or cont'rnuing the said assistance. The decision for granting and/or continuing the assistsnco lvlll rBst solEly

with the Trustees of Koshika Foundation, and their decision is lhis regafd will be final and acceptable to me'
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Byafiixinghereunder.signatureofoulAuthorisedSignaloryforlecommendinglhiscase/patientforflnancia I asslstance from Koshika Foundation, we

(Hospital) hereby affirm E accept followrng:
iiir,it rrl n",ir,J, uru ,resenfly nor vyi in future avaii of ftnancial assistance from another NGo or any other source, lor the same pati€nucas€, as w€ ar€ 

.

JJdljlirii', ii'iiri r;"i'x""niil r"""0"t,"". i" ir,e extenr rhar such ass'srance,s granted by Koshika Foundatrcn lfthe requested assistanc€ is not granted

lv'iiiiiii""'i,i,rio"i.", rn part or in ful, then-rn" no.p,t"t ,"."*"" its nght to m;ke up th; shortfallfrom another NGo or any olhor sourcs This

cufirmation essentially states that the Ho;it;twi ;ot avart any duptrcaie assislanceior the samB patrenucase from 9ny othsr NGO or any other sourcs'

2) The assistance from Koshika rounoatiorl"rsl"iy, n":j"""li" ,i"rr,!.irie irroiie ot ttre veatment/procedure advised/conduct€d by th€ Hospital on tho

pati€nl. is based on the anangement between ihe'patient E the Hospital, and is in no way influenced by Koshika Foundation Henc!' the HGpitalwlll

assume sole & comoiete rosponsioitity ot tn'J i,"rt,i"nia-lir ort"o#e & safety of lhe palient, and Koshika Foundation will have no rol€ ot r€sponsibility

in the matter.
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soliciting donations for Koshika Foundalion and/or disseminating infotmetio about it's
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