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DECLARATIOT{ byAPPLICANI: qri(6 Em iq![ v{:

1 ) I hereby confirm lhal all details in this Form are True to lhe best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rejectiorrcancellation.
Z) iiofemnfiionni, tt'at assistance, if received from Koshika Foundation, will be used only for the "purpose'. as stated in this Form. for which such assistance

was requested bY me.

Jiir,J|'i,ly ,i,-"ii. ha f have not & wi not in future, avail ol reimbursement, in part or in tult, from any other source/employer/insuran@ company, ol the amount

for which this assistance is requested.
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,.REEMENT by APPLICANT ( ERI 6m)

aoree & authorise Koshika Foundation and it's Trustees to

for which such assistance is requested/granted, through any

s Ior Koshika Foundation and/or disseminating information about it's

Foundation before or after my treatmenl or fullllment of the'purpose"

the patient & the HosPital, and is in no way influencsd by Kosh ika Foundation. H€nce. the Hospitalwill

atient, and Koshika Foundation will have no role or responsibilily

1)By afilxing my signature or thumb imprcssion on this Form, I rApplicant) hereby

use/publish/pul-upheproduce my name, address, photo & details of the'purpose",

medium. including but nol limited to verbal, print. electronic, for soliciting donation

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

for which assistance is being requested

2l I (Applicant) further agreJthaiany such use of my name, address, photo & details of the'purpose'. for which such assistanca is requgstgd/granted'

witt noi automatica y enii{e me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will r€st solely

with the Trustees of Koshika Foundation, and their decision is this regard will be llnal and accsptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assislance from Koshika Foundation we

(Hospital) hereby alfirm I accept following
1)that we neither ale presently nor will in fulure avail of financial assislance from another NGO or any other source, lor the sam€ patient/case, as we are

requesting lo get fiom Koshika Foundation.
Foundation. in Part or rn full, then tho Hosp

to the extent that such assistance is granted by Koshika F

ital reserves it's right to m,ke up the shortfall fro
oundation. lf lhe requesled assistance is not granted

by Koshika
m anolher NGo or any other source. This

confirmatiofl essentially states that the Hospitalwill not avail any duplicatg assistance for the same pati€
'lucase 

from any other NGO or any other source

The assistance from Koshika Foundation is only financial in nalure The choice of the treatmenl/procedu re advised/conducted by the Hospital on the
2)
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