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DECLARATION by APPLICANT: qTA(6 ERI ds[n TT:

l)l hereby conlirm that alldgtails in this Form are True to the best of my knowledge. Any false statement will render my ApplicaUon & ongolng 8ssi3tanc6. if any

liable for rejoctiory'cancellation.
2) I solemnly ionfirm that assistance, if received from Koshika Foundation, will bo used only lor the "purpose", as stated in this Form,fo.whidl sudl assistance

was requested by me.
iiifrer.lry connrrh rnat I have not & wi not in luture, avait of reimbuEement, in part or in fl.rll, f.om any olher source/employerrfinsurance company' ol Sle amount

for which this assislance is requested.
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(Hospital) hereby affrrm & accept lollowing:
ijirtii *i, n"itf"i, ur" presenfly nor wi in-future avail ol financial assistance trom another NGO or any olher sourc€, Ior thg same pationucase. as ws 9ro 

.

riquestin! to get from Xoshik; Foundation, to the exlent that such assistance is granted by Koshika Foundation lfthe requested assistance is not granted

U:y'io"iiif'" io'una"tion. in pan or in full, the; tt 
" 

Ho"pit"t ,""u*"" it s right to m;ke up lh; shortfall from another NGO or any oth€r sourc€. This

c6nfirma on essentially sl;les that the Hospital wil not avait any duplicaie assistance ior the sam€ patienucase lrom any other NGO or any oth€r goutcs'

z) ine aisisrance fro,ri rosnixa rounoatiori-ii o"iy rinin"i"i i" ,iatrr" ihe choice of the treavnenuprocedu.e advised/conducted by the tlospital on lhe

pltient, ii oiseo on tne anangement betr,veen ihe'pitlnt a tne Hospital. and is in no way rnlluenced by,Koshikafoundation 
.Henc€, 

tho Hospitalwlll

lsiurt iJ" a iorpf"te resp;nsibitity of th; treatment & it's outcome & safety of the patjenl, and Koshika Foundatron will have no role or r€sponsibility

1)By afilxing my signalure or thumb impression on lhis Form l
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medium. including but not limited to verbal, print, €lectronic, for

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

for which alsistance is being requesled

2) I (Applicant) further agree that any such use ol my name. address, photo & details of the'purpose', for which such assistancr is rgqu$ted/grantsd.

witt noi auto.aticatty entitle me for receiving or cont;nuing the said assislance. The decision for granting and/or continuing ths sssislanco wlll rest sol6ly

with th€ Trustges of Koshika Foundation, and thei. decision is this regard will be final and acceptable to me.
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(Applicant) hereby agree & authoriss Koshika Foundation and it's TrustoEs to

s of lh6 'purpose", for which such assistance is requ€sted/grantsd, through any

soliciting donations for Koshika Foundation and/or disseminating intotmation about it's

made b, Koshika Foundation before or after my treatment or fulfilment ol the'purpose'
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