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OECLARATTOT{ by APPLICANT: qr+<r im qlsqr r-r:

1) I hereby conlirm thal all delaih in this Form are True to the besl of my knowledge. Any false statem€nt will render my Applicaton & ongdng assistance, ll any,

liable for reiection/cancellation.
2) I solemnv ;nfm that assistance, if received lrom Koshika Foundation, wilt be used only br the "purpose'. as sbted in this Fonn. 6r whlch such a3gktancl

was requested bY me.
iiif,Jr.ibi 

"-n,i" 
U,a I have not & wil not in ,uture, avail of reimbursement, in pad o. in full, from aIry other sourc€/emplcyet/insurance company' of the aolouot

for which this assistance is requested.
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1) By afiixing my signatu.e 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/achievemenls. Such use of my photo & details can be

for which assistance is being requested

2) I (Applicant) lurther agree that any such use of my name, address, photo & details ot the 'purpose', for which such assistance is request'ed/granled,

witt not automaticalty eniile me for receiving or contanuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptable to me.
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By afiixing hereunder, signature of our Authorised Signatory for reclmmending this case/patienl for financial assistance from Koshrka Foundatron, we

(Hospital) hereby atfirm & accept lollowing:
ijitr5t *6 n"iG, ,r" presen{y nor wilt iniuture avail of financial assistance from another NGO or any other source. for th€ same patienucase. as we are

#qreitins to get t.r'Xoshiki Foundation, to the extent that such assistanc€ is granted by Koshika Foundation. lflhe requested assislane is not granted

bv Koshika Foundation, rn part or in full, then the Hospital reserves il's right to mtke up the shortfall from another NGO or any othor source. This

;;;i;;;il ;."-fu'dt st"'r"" rnar m" riospitatwilt not av6il any duplical€ assistance for the same patienucase fiom 8ny other NGO or any othor sourca

il The assrstance fro; Koshika Foundatron is only frnancial in ;aUre. The choice of the treatmenuproc€dure advised/conducted by the Hospital on the
-pl,ti""'tll 
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b"t**" the patient & the Hospital, and is in no way influ€nced by Koshika Foundation. Hence, tho Hospitalwill

iiiu.i *r" a iorpf"te resp;nsibitity of the treatmenl & it s outcome & safsty of the patienl, and Koshiks Foundation will hav€ no role or rosponsibility

in the matter.
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of the 'purpose", for which such assistance is requesled/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about il s

made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose'
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