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DECLARATION by APPLICANT: E{i(6' !m dqqT TId:

1) I hereby confirm fiat all details in this Fom are True to the best of my knovi4edge. Any lalse statement will render my Applicatloo & ongoing assistance. tf any,

liable lor reisctiodcancellation.
2) lsolemnly confirm lhst assistance, il rec€ived from Koshika Foundation, will be used only for ths "purpos€", as ststed in lhis Form, for which such gssbt.nce

was requested by me.
3) lhe;by confirm hat I have not & vrilt not in future, avail of reimbuEement, in part or in full, from any other sourca,/employer/insurancs company, of th€ amoont

for which this assistance is requested.
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) By afiixing my.signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika FoundEtion and lfs Trustoos to

use/pubtish/pufup/reproduce my name. addrsss, photo & details ofths'purpose', for which such asslstanc€ ls.equested./granted, through eny

medium, inctuding but not timited to verbal, print, electlonlc, for soliciting donations lor Koshika Foundatlon and/or dlssonlnadng lniormauon ebout h's

activities,/achievements. Such use of my photo & details can be made by Koshika Foundation belore or atter my lreat nent or tutlilment of the 'puDose'

tor which asslstancs is being requested.

2) I (Applicant) tudher agree that any such use of my name, address, photo & detalls ol the 'purpos6', lor whlch suci ss8istenco is rcqu3slsd/glanted,

will not automatically entiue me tor receiving or conlinuing the said assistance. The decEion for granting and./or conlinuing ths ssslstance tvill rest solety

with the Truste$ of Koshika Foundation. and their decision is lhls regard will be linal and acc.€ptabh to me.
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By aflixino herEunder, signature of ourAuthorised Signatory for recommending this case/patient tor financial assistanqo trom Koshika Foundation, we

(Hospital) hereby aflirm & accepl following:
il itrat wi nettndr are presenly nor will in-future avail ol financial assistance from another NGO or sn) oths, source, for the s8me pailenucase, as we ar€

rjquesting to get from Xoshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requ€sted assislance is not granted

by iostriti Fo-unaation, in part or in full, then the Hospital reserves it's right to make up the shortfall from anothor NGO or any glher sourc€. This

;nfirmation essontially st;tes that the Hospital will not avall any duplicato assistancs lor the sams pslionucaso frcm sny othor NGO or any othel source.
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ii"i"t"n"" froriioshika Foundation is only financial in nature. The choice ot the lreat nenuprocedlre sdvised/conducted by ths Hospitalon tho

;;ti€r'tJ; bassd on the ar.angomont betwosn the patl€nt & the Hospltal, 8nd is in no way iniuoncod by Koshlks Foundatlon Henca, tho Hospltal wlil
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resinsibitity of the trsstment & it's outcomo & ssfety of th€ pstisnt, 8nd Koshiks Foundation wlll have no ml€ or .esponsibllity

in the matier.
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