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DECIARAIOI{ by APPLICANI i|r+q6 rRr s}s!n y{l

1) I hereby con,irm that all details in this Form are True lo lhe best of my knowledg€. Any fals€ statement will ronder my Applicaton & ongoing assistance, if any,

liable for reiectior/cancellation.

zf iior"rnfy-l""rim tt d assistance, if received from Koshika Foundation, lvill be used only for the 'purpose'. as stated in flis Form. for whidl such assistiance

was requested by me

iiinillv .i"nfo ,irt I have not & wilt not in furure, avaitof rermbursement. in pad or in tull, from any other source/employer/insurance companv, ol the amount

for rvhich this assistance is request€d.
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1) By affixing my signature or thumb impression on this Form l

use/publistvput-up/reproduce my name, address. photo & detai

medium, including but not limited to verbal, print. electronic.Ior

activities/achievemenls Such use of my photo & details can be

lor which assistance is being rcquested.

2) I (Apptlcant) further agree that any such use of my name, address, photo & details of lhe 'purpose', for which such assistianc€ is request€d'/granted,

jl noi automaticatty eniile me for receiving or continuing the said assistance. The decision fo. gtanting and/or clntinuing th€ assistance will rest solely

with the Trustess of Koshika Foundation. and their decision is lhis regard will b€ final and scceptable lo ms.
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By aflixing hereunder, sigrEture of olr Authorised Signalory for recommending this case/palient lor financial assistance from Koshika Foundalion, we

(Hospital) hereby affirm & accept following

1) that we neither are presently nor will in future avail of financial assistance from anolher NGO or any other source, tor the same patienucase. as w€ are

requesting to get kom Koshika Foundalion, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in pan or in full, then the Hospilal reserves it's right to m;ks up th€ shortfall ,rom another NGO or any other source This

confirmation essentially stales that the Hospital will not avail any duplicate assistance for the same patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature, Tho choace ol the treatmenuprocedure advised/conducted by the Hospitalon the

patrent , is based on the a.rangernent between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Henco, the Hospilal will

assunre sole E complete responsibility of the treatment & it's outclme & safsty of the pati8nt, and Koshika Foundation will have no rols or responsibility

in the matler
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(Applicant) hereby agree & aulhorise Koshika Foundation and il's Trustees to

ls of the 'purpose", for which such asslstance is requested/granted. through any

soliciting donations for Koshika Foundation and/or disseminating informalion about ifs

made bt Koshika Foundatioo before or after my treatment or fullllmenl of the'purpose'
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