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DECLARATIO by APPLICAI{T: qri(d Em siqqr !-{:

1) lhereby confirm that alldetails in this Forn are Tiue to lhe best of my knowledge. Any lalse statement will render my Application & ongoing asslstance, if any,

lieble for rejectiory'cancsllation.
Z1 t sotemnty ionnrm rct assistanc€. if recoived flom Koshika Foundation, will be used only for the 'purpose', as stated in this Form, ,or which suc,l a$iglanca

f,ras r€qu€sH by m9.
Siiiltibi*tni" U,a I haw oot & witl not in future, avail of reimbursament, in part or in tull, from any other source/employer/insurance compasy, ot h€ a

for which t1is assistance is requested.
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By affdng hereunder, signature ofourAuthorised Signatory tor recommending this case/patient lor financial assistrancs lrom Koshika Foundation. we

(Hospital) hereby affrm & accepl following:
ijifrli*i n"iG, 

"r" 
presenfly nor witl inhture avail ol unancial assistance from enother NGO or any other source, for th€ same pstienucsae, as wB arc 

.

iiquriting to g"f Lor'Kostritj Foundation, to the extent that such assistance is graoted by Koshita Foundation. lflhs requested assistanca is nol granted

;r'i;;i;;;;j"6, in p"rt ortn tLrrr, tnin lre Hospital rcserves it's nght to m;ke up thd shortfall ftom sroher NGo or any other sourcs. This

dnfirmation essentially states that th9 Hospit;l will n6t avsil any duplicaie asslstanca ior fre 39mo patlenvcas€ from any oth€r NGO or any oth€r 8ourca.

ijifri asslstance troni Koshika FoundatioriiJonly financial in nalure. The choic€ of the lreatmenuprocsdure advised/conducted by the Hospitalon lhe

;;tl€rn, is based on the anangement betnien ihe'patient & the Hospita!, and Is ln no way inlluenc€d by.Koshika Foundallon- Henco, the Hospitalwlll

litu.i 
"of" 

C *rpf"t€ resp;nsibitity of the treatment & it's outcoms & safety ol th€ patient, snd Ko8hlka Foundation will have no role oI r€8ponsibillty

in the matter.
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1) By afiixing my signature or thumb impression on this Form, I

us€/publish/put-upkeproduce my name, address, photo & detai

medlum, including but not limited io verbal, print, electronic, for

ac{ivities/achievements. Such use of my photo & details can be

for which assistanc6 is being roquqsted.

2) I (Applicant) tudhor agree that any such use of my name, sddress, photo & details ofthe'purpos€', for whict such assistanca is requestsd/grantad,

witt noi automaticatty enti0e me for receiving or continuing the said assistanc€. The decision tor granting and/or continuing tho assistan6 will rest 8ololy

with lhe Trustees of Koshika Foundation, and theif decision ls liis regard will b€ llnal and acceptiabl€ to me.
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(Applicant) hereby agree & authorise Koshika Foundalion and it's Truste€s to

ls of lhe 'purpose', for which such assistance is requested/granted, through 8ny

soliciting donatlons for Koshika Foundation andior dissemlnating information about lt's

made bt Koshika Foundation before or after my treatment or lumlment ot the 'purpose'
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