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DECLARATTOil by APPLTCANT: qr+(6 !m dcln c'r:

1 ) I hereby confirm that all detajls in this Form are True to the best of my knowledge. Any false statemont will render my Appli6tion & ongolng assistance, i' any,

liable for rejection/cancellation.
2) l solemnly confirm that assistance, if received lrom Koshika Foundatjon, will be used only for the "purpose', as stated in this Form for whict such assistance

was requested bY me

3) I hereby conlirm that I have not & will not in future, avail of reimbuGement, in part or in full, from any other source/employer/insurance cmpany, of lhe a

lor which this assistance rs requested
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1) By affixing my signature or thumb impression on this Form, I

use/publish/pul-up/reproduce my name. address, photo & detail

medium, including but not limited lo verbal, print electronic, lor

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

rAppticant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

,j oithu 'prrpo""t, fo, 'rhich such assistance is requested/granted, through any

sjiciting'donations for Koshika Foundation and/or disseminating information about it's

."J" O"y Xo"f if" foundation before or afler my treatment or fulfilmenl of the 'purpose"

for which assistance is being requgsted.

2) l (Applicant) further agrge that any such use of my name, address. photo & details of the .purpose". lor which such assislance is requgsted/granted,

will not automaticatty entitle me for receivini-or continuing the saio asiistance. The decision for granting and/or continuing the assistrance will rest 8olely

with the Trustees of Koshika Foundalion, a;d their decision is this regard will be linal and acceptable to me'
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By atlixing hereunder, signature of our Authorised Sagnatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accept following

1)that we neither are presenlly nor will in fu ture avail of financial assistance from another NGO or any other source, toi the same Patienvcase, as we are

requesling lo gel from Koshika Foundation, to the exlent lhat such assistance is granted by Koshika Foundation. It the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospita I reserves it's right to make uP the shortfall lrom another NGO or any other source. This

conf irmation essentiallY states that the Hospital will not avail any duplicate assistance for tho same Pati6nt/csse from any other NGO or any othsr source

2) The assistance from Koshika Foundation is only linancial in nalure. The cholce ol the treatm enVproced ure advised/conducted bY the Hospital on the

patient, is based on the arra ngement between the Patient & the HosPital. and is in no way influenced bY Kosh ika Foundation. Hence. the Hospitalwill

assume sole & complete resPon sibility of the treatment & it s outcome & safoty ol the patient, 8nd Koshika Fou ;dation will have no role or rssponsibility
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