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OECLARAIO by APPLICAiIT: olr*t6 !m dqqr vr:
1) I hereby confirm lhat all details in this Form are True to lhe best of my knowledge. Any false statement will rcnder my Application & ongoing assistancs. if any,

liable for rejecliodcancellation.
2) I solemnly confirm ttlat assistsnce, if received from Koshika Foundation, will be used only for the 'purpose', as staled in this Form, for which suci assigtaoce

was requested by me

3) I hereby confirm that I have nol E will nol in future, availol reimbursement, in part or in tull, from any other source/employer/insulance ctmpany, ofthe a
lor which this assistance is requested
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,,GREEiTENT by APPLICANT (qr+{6 tm 6m)

i ) By afllxing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publishi put-up/reproduce my name. address, photo & detaals ol the 'purpose', for which such assistance is requested/granted, through ahy

medium, inctuding bul not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling information about it's

activities/achieve;ents. Such use of my photo & delails can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose"

for which assistanc€ is being requ€sled.

2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistanc]e is requested/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solsly

with the Trustees of Koshika Foundation, and their decision is this regard u,ill be final and acceptable to me
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By atfixing hereunder, signature of our Authorised Signatory for recommending this case/pataent for financial assistance from Koshika Foundation we

(Hospilal) hereby attrrm & accept following:
i ) if,it "i n"itt ,i ur" presen y nor will iniulure avail of financial assistance from another NGO or any othor source, for the same patienucase, as we are

rJquesting to get lrom Koshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. Iflhe requested assislanc? is not granted

U-y io"friX"u fo"rnO"tion, in part or in full. lhen the Hospital reserves it's right to mako up the shortfallfrom anothor NGO or any olh€r source. Thls

i6nfiimation essentially st;tes that tho l-lospital will not avail any duplicats assislance for th€ same patienucase from any other NGO or any othgr source.

i1it 
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,iris"n"" fro,tiKoshika Foundation is only llnancial in nalure. Tie choice of the treatment/procedure advised/conducted by the Hospital on the

pltient, ii Uaseo on ttre anangement betwoen the patient & the Hospital, and is in no way influenced by Koshika Foundalion. H6nce, the Hospitalwill

;ssume sote & comptete resp;nsibility of the treatm€nt E it's oltcome & safety ottho patient, and Koshika Foundation will have no role or responsibility

in the matter.
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