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DECLARATIOil byAPPLlcAliT: qr*<{' A{l s]qqr qrl

1 ) I hereby confirm that all detajls in this Form are True to the best ol my knowledge. Any ,alse stalemant will ronder my Appllcalirfl I ongolng asslstance, i, anv.

liable tor reiection/cancellation.

a lillilr",r,r"S'#li:ii"i"r-"lrt"n"u, ir t"""ir"o fiom Koshika Foundation, will bG used only for the "purpose'' es stated in this Form br whkh such a8sistance

was requested bY me

3) I hereby confirm that I have not & will not in futurc, avail of reimbuFement, in part or in full, from any other source/employer/insurance company, of the arno{rnt

for which this assistance ls requested
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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 Trustegs to

use/publish/puLup/reproduce my name, address, photo & details of lhe'purpose"' for whi ch such assistance is requested/granted, through any

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

activities/achievements. Such use of my photo & details can be made by Koshika Foundation b€lore or after my treatment or lulfilment of the 'purpos€"

for which assistance is being requested'

2)l(Applicant)furtheragroethatanysuchuseofmyname,address'photo&detailso'the,purpose.,forwhichsuchsssisiancsisraqugsted/grant9d,
wi1 not automaticarry entitle me ror recetvinil-r 

"oiti"ri"gih" 
t"id ,""istance The decision ior granting and/or continuing tho assistanc! willrest sololy

witn ttre Trustees ol'Koshika Foundation, and their decision is this regard will b€ final and accoptable to m€'
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By aflixing hereund er, signature of or,lr Authorised Signatory for reclmmending this case/patient for financial assistance lrcm Koshika Foundation' we

(Hospital ) hereby afiirm & accept following

1)that we neither are presently nor will in luture avail of financial assistance from another NGO or any olher source, for the same pationrcase . as we are

requesting to gel from Koshika Foundation, to the extent that such assistanc€ is I ranted by Koshika Founda tion. lf the req uested assistance is not granted

by Koshika Foundatron. in Part or in full, then tho HosPital res€rves it's right to make uP the short all from another NGO or any othor source- This

conf irmation essentiallY states that the Hospital will not avail any duplicaie assist8nce for the same Pa tienucase from any other NGO or any othgr sourc€

The assistance from Koshika Foundation is onlY financial in nalure The choice of the treatmenuprocedure advised/co.ducted bY the Hospital on the

patient, is based on the anangem 6nt between the Patient & the Hospital, and is in no way influenced bY Koshi ka Foundation. Hence , the Hospital will2)

in the matter.
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ass ume sole & comolete responsibility of the treatment & it's outcome & safety of the Patient, and Koshika Foundat io6 will havE no role or responsibility
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