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OECLARATIOT{ by APPLICANT: qr*<6 Em qhqr cr:
1 ) I hereby confirm that all details in his Form are True to tho b€st of my knowledg€. Any hls€ slatement will rsndsr my Application & ongoing assbtancs, iI ant

liable lor Ejecliory'cancellation.
2)l solemnly;onfirm that assislanct, if received fiom Koshika Foundatlon, wilt b€ used only tor the'purpose', as stated in thls Form. for whlci suci assistancE

was requested by me
3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, hom any other source/employer/insurance company. of the amount

for which this assislance ts requesled
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by APPLICANT (!.GRE lr{r 6rr)

1) By affixing my signature or thumb impression on this Form. I iApplicant) hereby agrae & authorise Koshika Foundation and it's Truslees to

use/publish/put-upkeproduce my name, address, pholo & detaits ol the 'purpose', for rvhich such assistance is requesled/granted, through any

medium, inctuding bul not limiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information aboui it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation befor€ or after my treatment or fullilment of the "purpos€"

for which assistance is b€ing requested.
2) I (Applicant) fudher agree thal any such use ol my name, address, photo & details of the 'purpose". for which such assistance is requested/grant€d.

wltt not automaticatty enaitb me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistsnca will r6st solgly

with the Trustees of Koshika Foundalion, and their decision is this rogard will be final and acceptable to mo.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for Iinancial assistance from Koshika Foundation. we

(Hospital) hereby afllrm E accepl following:
iiif';f *6 n",G, 

"r" 
presen y nor witt in-fulure avail of financial assistance rrom another NGO or any other source, for the same patienucase, as we aro

idquesting O get from foshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lllhe requested assistanc€ is not granled

bv Koshika Foundation. in part or in full, then the Hospital roserves it's right lo m;ko up the shortfall from anothor NGO or any other source This

c6nfirmation essentiaffy st;tes that the Hospilal will not avail any duplicai8 assistance for the same pationt'case from any other NGO or any other source.

i) Tfre assistance lrom Koshrka FoundaUo; is only financial in ;atu.e, The choic,e of the treafnenvprocedure advised/conducted by lhe Hospital on the

ilti",it |s o"i"o 
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itr" a;rangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. H€nce. lhe Hospital will

i""rrl, i"f" i 
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resp"onsioility ol the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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