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DECLARATION by APPLICAIT: qli(6 E{ dSqI TT:

1 ) I hereby confirm thal all details in this Form are Irue to the best of my knowledge. Any tals€ slalement will rende. my Application & ongoing asslslance, it any,
' 

liable lor rejectiory'cancellation.

a iriiir]ify-i"-ri". tt ri aisistance, it receiveO from Koshika Foundation, will b€ used only for the "purpose', as stated in thls Form for whldi such assistance

was requested by me.

siihJ,l,iy ;ffi thrr r have not & wi not in futurc, avail of reimbursement, in part or in full, from any olher source/employer/insurance company, of he amount

for which ihis assistance is requested.
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,,GREEMENT by APPLICANT ( E{r 6[1)

1) 8y afiixing my signature or thumb impression on this Form, I

use/publish/pu!up/reproduce my name, address, photo & detail

medium, includinq bul not limited to verbal, print, electronic, for

activities/achievements. Such use of my photo & details can be

iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of the 'purpose', for which such assistance is requested/granted' through any

soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

made by Koshika Foundation belore or after my lreatment o. fulfitmsnt of the'purpos€'

for which assistance is being requested.

2tl (A;plicant) further agreJthat any such use of my name, address, photo & d€tails oI the "purpose", for which such assistance is requested/granled,

jtt noi automaticatty eniitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solgly

with the Trustees of Koshika Foundation, and their decision is lhis regard will be final and acceptable to me.
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By affixiog hereunder, signature of ourAuthorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation, we

(Hospital) herebY affirm E accept following
1)that we neither aro Presently nor will in fu lure avail of financial assistance from another NGO or any othea source, ,or the same patienucase, as we are

requesling to gel from Koshika Folndation, to the extent thal such assistance is granted by Koshika Fou ndation. lf lhe requesled assistance is not granted

by Koshika Foundation, in part or in full, then lhe Hospital reserves it's right to make up the shortlall from another NGO or any other sourc€. This

coofirmation essentially slales that lhe Hospitalwill not avail any duplicate ass istanca for the same Pati€ntrca se from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuproced ure advised/conducled by the Hospital on the

patient, is based on the arrangement between the patienl & th€ Hospitral. and is in no way inlluenced bY Kosh ika Fou4dalion. Hence. lhe Hospitalwill

assu me sole & complete resDonsibility of the treatment & it's outcome & safety ot the pationl, 9nd Koshika Foundation will have no role or responsibility

in the matter.
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