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DECLARATION by APPLICANT: 3TT+<6 ERI dsufl Tr:

1) I hqeby @nfifmkalalidelails in tlrs Form are Irue to lhe besl of my knowledge. Any false stalement will render my Apptication a ongoing assistance. if any,
liable for rejection/cancellation.

2) I solemnly confirm that assistance, it received from Koshika Foundation, will be used only for the 'purpose', as stated in this Form. for which such assistrance

was requested by me-

3) I hereby confirm that I have not & willnot in future, availof reimbursement, in part or in full, from any other source/employer/insuGnce coopany, ofthe amount

tor which this assistance rs requested
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By atfixing hereunder, signature of our Authorised Signatory for recommending lhis case/patienl for financial assislance from Koshika Foundation, we

(Hosprlal) hereby atf,rm & accept following
i) ifrit 
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"r" 
presenfly nor will iniuture avail of llnancial assistance from another NGo or any other sourc€, for the sams patient/cas€, as we aro 

.

rdquesting to get lrom Koshik; Foundation, to the extent that such assistance is gtanted by Koshika Foundation. lflhe requested assistance is not granted

Uuioinirr"a fo-unOation, in Dan or in full. then the Hospital reservos it's right to makg up ths shortfall from anothor NGO o. any other sourcs. This

"i"ir.iti"" "i"""fi"rfv 
stJt;s that the Hospital will nol avail any duplicaio assistance for the same patieit'case from any other NGO or any other sourca.

2) The assrstance from Koshika Foundation is only llnancial rn ;ature The choice of the treatmenl'/procedure advised/conducled by the Hospilal on lhe

iltil, ;;;;;;; th" 
"iong"r"nt 

Uut*""n the'patient & the Hospital. and is in no way influenced by Koshika Foundalion. HoncB, lhe Hospitalwill

lssu.e sote a comotete resp;nsibility of the treatmenl & it's outcome & safety ofthe patient, and Koshika Foundation will have no role or responsibility

1)By afilxing my signature or thumb impression on this Form, I iApplicant) hersby agreo & authorise Koshika Foundation and it's Trustees to

usetiuOtisnilut-up/ieproduce my name, address, photo & detaits of the 'purpos€', for which such assistance is requosted/granted, through 8ny

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatmsnt or fulfilment of the 'purpose'

for which assistance is being requested.
2) I (Appticant) lurther agree that any such use of my name, address, photo & details of the'purpose". for which such assistance is requosted/granted'

wiI noi automaticalty entlfle me for receiving or continuing the said assistance. The decision for grantlng and/or continuing th€ assistanc€ will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and accsptable to me.
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