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DECLARAIION byAPPLICANT 3{TK6, EM dlql vd:

1 ) I hereby coffm Ihal all d€lails in his Fom are True to ths best of my knowledge. Any false slatgmEnt will rsnder my Applicatjon & ongoing assistance, it any.

liable for cjection/cancellation.
2) lsolemnty bnfirm that assistance, if rsceived lrcm Koshika Foundation, will be used only for the "purpose"' as stated In thls Form' for whldl such assistan@

was requesied by me.
iiinJi-Uy i"-"#- ft a f have not E wi not in future, avaitof reimbursement, in part or in tull, from any other source/employer/insurance company. of the amount

for which this assistance is requested
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rApplicant) hereby agree & aulhorise Koshika Foundation and il's Trustees to

s ol the "purpose', for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made b-y Koshika Foundalion before or after my treatment or fulfilmont of the 'purpos6'

1) By affixing my signalure or thumb impression on this Form, I

use/publish/put-up/reproduce my name' address, photo & detail

medilm, including but not lirniled lo verbal, print. electronic, for

activities/achievernenls. Such use of my photo & details can be

for which assistance is being requested.

2) I (Appticant) turther agree that any such use of my name, address, photo & details of the 'purpose-, for which such assistance is requested/grantad,

wi not automatically enti{e me tor recerving ;r cont'inuing the said assistance. The decision for granling and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this rBgard will be linal 8nd accaptable to me
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By afiixing hereundea, signature of our Authorised Signatory for recommending this case/patient for financial assislance from Koshika Foundation' we

(Hospital) hereby affirm & accePt following
1)that we neither are presenlly nor will in future avail of financial assistance from anolher NGO or any other source, foi the same patienucase, as we are

requestin9 to gel lrom Koshika Foundation, to the extent thal such assistance is granted by Koshika Found ation. lf the requested assislance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserv€s it's right to rnake uP the shortfall lrom another NGO or any other source. This

conllrmation essentially states that the Hospital wi ll not avail any duplicate assistanc€ for tho same patienucas e from any other NGO or any othe. source
by the Hospital on the

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenvproced ure advised/conducted

patienl, is based on the anangement betwoen the patient & the Hospital, and is in no way influenced by Koshi ka Foundation. Hence, the Hospitalwill

assume sole & complete responsibility of the treatment & it's outcome & saf€ty of the patient , and Koshika Found alion will have no role or responsibility
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