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1) By afilxing my signature or thumb impression on this Form, I rApplicant) hereby

use/publish/put-up/ieproduce my name' address, photo & details of the'purpose"'

medium, including but not limiled to verbal, print, electronic, for soliciting donation

activities/achieve;onls. Such use of my photo & details can be made by Koshika

DECLARATION by APPLICAI{T: rfi*(6 tRI dlql Y{:

1) I hereby mnfirm that all details in this Form are True to the b€st of my knowledge. Any false statement will ronder my Application & ongoing asslslan(E, it any,

liable for rejectiorvcancellation.

a i til-".-rrfv-li;lniri ttriiasiisGnce, it received from Koshika Foundation, wlllbe used only for the'purpose', as stated in this Form for whidr such assistance

was requested by me

3) I hereby conlirm that I have not & will not in future, availof reimbursement, in pad or in full, from any other sourcelemployer/insurance company. of the amount

for which thls assistanc e is requesled
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,GREEiTENT by APPLICANT ( ERI 6M)

agree & authorise Koshika Foundation and it's Trustees to
for which such assistance is requested/granted, through any

s for Koshika Foundalion and/or disseminating information about it's

Foundation before or after my treatment or fulfilment of the "purpgse"

for which assistance is being requested.

z) t (lppticant) furtrer agreJlhaiany such use ol my rcme, address, photo & details of the'purpose", for which such assistanc€ is requssted/granted'

w-itt noi automaticatty enii e me for receiving or condnuing the said assistance. The decision for grsnting and/or continuing the assistanca will rost solely

with the Trustees of Koshika Foundation, and their decision is lhis regard will be final and accaptable to me
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By afiixing hereunder, signature of our Authorised Signatory for recommending this case/palient for financial assistance from Koshika Foundation we

(Hospital) hereby afikm & accept lollowing:
'!) that we neither are presently nor will in future avail of financial assistance trom another NGO or any other source, lor the same patienucase, as we are

req uesting to get from Koshika Foundation, to the extent thal such assistance is g.anted by Koshika Found ation. ll lhe requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospi tal reserves it's right to make up the shortfall from another NGO or any other source. This

confirmat ion essentially states that the Hospital will not avail any duplicaie assistance for the same patient/case from any other NGO or any other source

2)The assislance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patienl. is based on the arrangement between the pationl & the Hospital, and is in no way influenced bY Koshika Foundation- Hence, the Hospitalwill

ass ume sole & complete responsibili ty of the treatment & it's ot/tcome & safety of the patient, and Koshika Foundation willhave no role or rosponsibility

in the matter.
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