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DECLARATIoN by APPLICANT: 3rri(tr A{ dcqr !-rr
'l) I heraby confirm that all details in ttrls Form ar€ True to lhe besl of my knowledg€. Any tals€ statement will rcndor my Appllcatlon & ongoing asslstanc€, if anv

liable for relectiory'cancellation.
2)i;;H;;-ffi#, th;i aiiiGn"", ir rec.irea ftom Koshika Foundation, will be ussd only for the "purpose'. es stated in thls Form, ifor which such assistance

was requesied by me

3) I hereby confirm lhat I have not E. wa not in future, avail of reimbursement, in parl or in full, lrom any other source/employer/insurance cffpany, o[ the amount

for which this assistance is requestEd.
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1) By afiixing my signature or thumb impression on this Form. I iApplicant) hersby agree & authorise Koshika Foundation and it's Trustees to

use/publish/pul-uP/reProd uce my name, address, photo & details of the 'purpose', lor which such assistance ls requested/granted, through any

rnedium, includlng but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activilies/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or lulfilmgnt of lhe "purpos9"
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for which assistance is being requested

2) I (A;plicant) lunher agred thal any such use of my name, address, photo & details ol the "purpose". lor which such assistance is rsQuested/grantsd.

*itr noi 
"rto."ri""tty "niitte 

me tor receivinl or continuing the said assistance. The decision for granting and/or continuing the assislancs will rest solely

with the Trustees ol Koshika Foundation, and iheir d€cision is this regard will b€ final and acceptable to me'
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"etfmr" q<1rrd <rfrml or frdq afdq slR rrq6rt rht

By affixing hereunder, signature of our Authorised Signatory lor recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept followingl
'1) that we neither are presently nor will in luture avail of financial assistance from another NGO or any other sourc€. for the same pati€nucase, as w€ are

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

by Koshika Foundallon. in pan or in full, lhen lhe Hospital reserves it s right to m,ke up ths shortfall from anothsr NGO or any other sourca. This

confirmatio n essontially states that th6 Hospltal will not avail any duplicate asslst8nce tor the same patienUcase from any other NGO or 8nY othEr sourc€

The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/co nducled by the Hospital on lhe
2)
patien t. is based on the arrangement between thB patient & the Hospital, and is in no way iniuenc€d by Koshlka Foundation. H€nce, th€ Hospitalwill

assume sole & complete responsibility of the treatment & it's outcome & safgty of lhe patient, and Koshika Foundation will hav8 no role or responsibility

in the matter.
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