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DECLARATION by APPLICAilT: !iI*(6 Em dslIl I-d:

1) I hereby confirm lhat all delalls in his Form are True to the best of my knowl€dge. Any fals€ statement will rend€r my Application & ongoing asslslance, if any,

liable for rejection/cancellation.
2) I solemnly ionlirm that assistance, if rec€ived from Koshika Foundation, willbe used only for lhe'purpose'. as stated in thls Form, for whid! such assistance

was.equesled by me.
3) I her;by confirm that I have not & will not in future, avail of rcimbursement, in pad or in full, from any other source/employer/insurance company. ol the amount

for which thrs assistance is requesled
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By affixing hereunder, signalure of our Authorised Sagnalory for recommending this case/patient for flnancial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept following:
i)ifrit *6 nuitni, 

"r" 
presenfly nor witl in-future avail of financial assistance hom another NGO or any other source, for the same patienvcase, as we a'e

r;questing to get from'Koshiki Foundation, to the extent lhat such assistance is granted by Koshika Foundalion. lf the requested as$istance is not granted

Uv-foit if,i io"rnO"tion, in part or in full, then the Hospital reserves it's right to m;ke up the shortfall ftom another NGO or any other sourcl This

c6nnimation essenflaffy st;tes that the Hospital will not avail any duplicais assistance for tho same patienucase from.any olher NGO or any other source'

iji,e a*"t"nce troniKoshika Foundatior;is onty financial in ;atu;. The choics ot the treatment/procedr.lre advised/conducted by the Hospital on the

pltient:i 0"""a on tf," arrangement between the'patient & the Hospital, and is in no way influenced by Koshika Foundalion. H€nce the Hospilalwill

iisume sole & complete resp-onsibility of the treatment & it's outcomo & safety of the patlent, and Koshika Foundaiion will havo no role or responsibility

1) By affixing my signature or thumb impression on this Form, I aApplicant) heroby agree & authorise Koshika Foundation and it's Trustees to

uietpublish/put-up/reproduce my name, address, photo & details of the 'purpose", for which such assistance ls requssted/granted, through any

medium, inctuding but not limited to verbat, print, eleclronic, fo. soliciting donations for Koshika Foundation and/or disseminating information about ifs

activities/achievemgnts. Such use of my photo & details can be made by Koshika Foundation before or altor my tr€atment or fulfilment of the 'purpose"

for which assistance is being requestsd.
2) I (Applicant) fudher agree that any such use of my name. address, photo & details of the'purpose', for which such assistanc€ is requested/granted,

witt noi automatically enti e me for receiving or continuing the said assistance. The decision for granting and/or clntinulng the assistance will rest solgly

with the Trustees of Koshika Foundation, and their decision is this regard will b€ frnal and acceptable to me
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