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OECLARATIOT{ byAPPLtCA T: 3Ti<6 lRr dqqr vr:
1) I hereby conlirm that alldetails ln this Form are True to the best ot my knowl€dge. Any false statement will render my Applicatim E ongoing assislance, it any,

liable for rejectiorrcancellation.
2) I sotemnty confirm that assistancs, if received from Koshika Foundation, will be used only for the "purpose', as slated in this Form, for whldl such assistanco

was requested by me.
:it trereUy contlrm tnat t have nol & will not in future, availof reimbursement, in part o. in full, frcm any other source/employer/insurance company' ofhe
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1) By afiixing my signature or thumb impression on this Form. I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publistr/put-uplieproduce my name, address, photo & detaals of the 'purpose", for which such assistance is roquested/granted, through any

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities,/achjeve;enls. Such use of my photo & details can be made by Koshika Foundalion before o. after my treatment or fulfilmsnt of the 'purpose'

for which assistance is being requested.
2) I (Applicant) further agree thal any such use of my name, address, photo & details of tho 'purposg", fgr which such assistance is requested/grantEd'

will noi aulomiticalty entile me for receiving or continuing the said €ssistance. The decision for granting and/or continuing the assistianca will rest solely

with the Trustees ol Koshika Foundation, and their decision is this rogard will be final and acceptabls to me.
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By aflixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation. we

(Hospital) hereby atfirm & accepl following:
i)if,!t,ri nelhJ, are presently nor will iniuture avail of financiai assistance from another NGO or any olher source, for th€ sEme patienucaso, as we arc

r;qu;sting to get rrom Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assislance is not granted

Uy ioitrili fo"rnAafion. in part or in full. then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any othor source This

"6nfirrition ".""nt"ffy 
st;tes that the Hospital will not avail any duplicai€ assistance tor the same patient/case from any other NGO or any other source.

Zjfne assisance froni Koshika Foundalio; is only financial in nature. The choice of the treatmenuprocedlre advised/clnduct€d by th€ Hospital on the

llti"r'r, ii oi""a on tn" arangement between thipatient & the Hospital. and is in no way influ€nced by Koshika.Foundation. Hence' lhe Hospitalwill

lssume sole & complete resp;nsibility of the treatment & it s outcome & safety ot the patient, and Koshika Foundation will have no role or responsibility

in the matler.
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