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DEGIARATION by APPLTCANT: 3iri({ Em dsqr rr:
1 ) I hereby c!(lfim that all delails in this Form are Frue to the besl o, my lnowledge. Any false stalement will rend6r my Application & ongdng assisl,ance, if any

liable lor rejection/cancellation.

2)I sotemnly confirm that assistance, if received from Koshika Foundation, willbe used only for the 
-purpose-, as stated in this Form.lor whidl such assistan@

was requested by me

3) I her;by confi;n lhat I have not I will nol in future, avail of reimbuFement, in part or in full, from any other source/employe./insuranca company, of the a

for which this assistance is requested.
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By affixinq hereunde.. signalule of our Authorised Signalory for recommending this case/patient for financial assislance from Koshika Folndatron, we

(Hospital) hereby afiirrn & accept ,ollowing:

i) that we neither are presently nor will in future avail o, financial assistanco lrom another NGO or any other source, for the same patienucasE, as wg are

requesling to get kom Koshika Foundation, to the extenl that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshik; Foundation, rn pan or in full. thon tho Hospital rsservqs it's right to make up th€ shortfall from another NGO or any other source. This

c;nfirmation essentially stites that the Hospitai will not avail any duplicate assistance for the same patienucase from any othor NGO or any other source.

2) The assistance lrom Koshika Foundation is only financial in nature. The choice of the treatmenuprccedure advised/conducled by the Hospital on lhe

p;tient, is bas€d on the arrangement between tho patient & the Hospital, and is in no way inlluencad by Koshika foundalion. Hence. the Hospital will

issume sole & complete responsibility of the treatment & it s outcome & safety o, the patient, and Koshika Foundation will have no role or responsibility

in lhe matter

1) By atfixing my srgnature or thumb impression on !his Form, I (Applicant) hereby agree & authorise Koshika Foundation and its Truslees lo

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium. inctuding bul not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose'

lor whrch assislancc is being requested.

2) I (Applrcant) fu rther agree that any such use of my name. address, photo & details of ths 'purpose', tor which such assistance is requested/granted,

wi not automatically entitle me for receiving or continuing lhe said assistance. The decision for granting and/or continuing the assistance will rest solely

with lhe Truslees of Koshika Foundation. and their decision is this regard will bs flnal and acc€ptablE to me.
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