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DECTARAnON by APPLICANT: 3lriqs !m sicln y{:

1) I hereby confirm lhal all details in this Form are True to the best of my knowledge. Any falss statement will render my Application & ongoing assislanc€, if any,
liable for rejectiorrcancellation.

2) I solemhly ;onfirm that assistance, il received lrom Koshika Foundation, will be used only Ior the 'purpose', as stated in this Form, for which such assislancs

was requested by me.

3) I hereby conlirm that I have not & will not in tuture, availof reimbuEement, in part or in full, from any other source/employer/insurance company, ofthe amount

for which thrs assistance is requesled.
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I.GREET ENT by APPLICANT ( Em 6{I{)

1)By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundalion and it's Trustees to

use&ublish/putupkeproduce my name, address, pholo & detail5 of the 'purpose', for which such assislance is requested/granted, through any

medium, inctudjng but not limited to verbal, print, etectronic, for soliciting donations for Koshika Foundation and/or disseminating information aboul ifs

activities/achieve;enb. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fullilment of the'purpos€"

for which assistance is being requosted.

2) I (Applicanl) furlher agree that any such use of my name, address, photo & details of the 'purpos€", for which such assistanca is r€questEd/granled.

will noi automatically eniite me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistancs lvill rsst solely

with the Trustoes ol Koshika Foundation, and their decision is this regard will be fnal and acceptablg to mo.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation we

(Hosprtal) hereby atflrm & accept followingi
iiii5t ,"j "i,i# "i" 

presenity no, *,tt in'tuture avail of financial assistance trom another NGO or any other sourc€, for the same patient/case' as w€ are

iJqreitins to get fro. foshik; Foundation, to the extent thal such assislance is granted by Koshika Foundation lfthe requested assistance is not granted

uu-io"n,f,-u fo"rnO"tion, in part or in full, th;n the Hospital reserves it's right to m,ke up the shortfall from another NGO or any other sourc€. Thls

;;;t;;i;" ;;;t"r,ty itiestnat gre iospitat will not avail any duplicate assistanc€ tor the sam€ patient'case from any other NGo or any othor source'

;;The assrstance fro; Koshika Foundatro;is only financial in ;ature. The choic€ of the treatmenuprocedure advised/clnducted by lhe Hospilal on lhe

;:j"-n"1;H;;;i;; jir-"""".""|u"t""", it Jpatient & the Hospital, and is in no way influenced by Koshika Foundalion Honce. the Hospilal will

:;;;; ;#;;;i"i" ilrp""-"",6ririi 
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treatrirent a it's outcome & safety of th€ patient, and Koshika Foundation will heve no role or responsibilitv

in the matter.
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