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DECI-ARATION by APPLICANT: qrt(d ERr qiq![ 1rr:

'1 ) I hereby confrm that all detalls in this Form are True to lhe besl o, my knowldge. Any false statement will render my Appllcatlon & ongoing assistance. if any,

lieble for rejectiodcancelhtion.
2) I solemnly ;onfrm that assistance, if rec€ived lrom Koshika Foundation, will b€ used only for the 'purpose', as stated in this Form. for which such assislance

was requested bY me.
3) I hereby confirm thal I have not & will not in future, availof reambursement, in part or in tull, from any other source/employer/insurance company. otthe amount

for which lhis assislance rs requesled.
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1) By afilxing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Truste€s to

use/oubtish/pulup/reproduce my name, address, pholo & details ol the 'purpose', for which such assistance is rEquested/granted, through any

medium, incir.rding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about ifs

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my troatment or fulfilment ot lhe 'purpose"

for which assistance ts being requeslod.

2) I (Applicant) further agreJ that any such use of my name, address. photo & delails of the "purposo', for which such assislance is requested/grant€d.

iitt noi automaticatty entifle me for reteiving or continuing the said assistance. The decision fol granling and/or continuing tha assistanca will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to m€'
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By affixing hereunder, signalure of our Authorised Signatory for recommending lhis case/patienl for financial assistance from Koshike Foundation we

(Hospital) hereby afflrm & accepl followingl
i1 itr5t wi nettfrer are presen{y nor will iniuture avail of financial assistance from another NGO or any other source, for the same patienucas€, as we arc

requesting to get from Koshiki Foundation, to the extent thal such assistance is granted by Koshika Foundation. Ifthe requested assislance is not granted

Uy io"ftifl io-"rnO"tion, in part or in full, then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any other source Thls

cinfirmation essentialty st;tes that the Hospital will not avail any duplicaie assistancs for the same patienucase from any other NGO or any other source

iiTne assistance trom Koshika Foundatio; is only financial in natu.e. The choice of the treatmenup.ocedlre advised/conducted by the Hospital on the

i|i"'ifliiOii"i 
""if," 

anangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence' the Hospitalwill

liirri, *fu a iorpf"te resp;nsibitity of the treatment & it's outcome & safety of the patlent, and Koshika Foundation will have no .olo or responsibility

in the matler.
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