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DECLARATToI{ by APPLTCANT: qd(6 m dcqr Td:

I ) I hereby mnfirm lhat all details in this Form are Trus to the best of my knowledg€. Any Ialse staternent will rend8r my Applhation & ongoing assistanco, it any,

liable lor rejectiory'canc€llatjon.
2) I solemnly ionfrm trat assistance, if received ftom Koshika Foundation, will be used only for the 'purpose', as stated in this Form, for whidl sudr assistance

was requested by me.
a1 t nereOy conR- ff,at t have not & will not in future, availof reimbursement, in part or in full, from any olher source/employer/insurance company, orhe amount

for which ihis assislance rs requesled
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,,GREEITENT by APPLICANT (qr+{6 tm 6m)
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) By affixing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorlse Koshika Foundation and it's Trustees to

uie/puOtistr/put-uplieproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

meoium. inciuding but not timited 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 before or aft€r my treatment or fullilment ol the 'purpose'

for which assistance is being requestod.
2) I (Applicant) further agrei thal any such trse ol my name, address. photo & details of the "purpose', for which such assistance is roquested/granted'

;ll not automaticafiy eniitle me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistanc€ wiu rest sol€ly

with the Trustees ol Koshika Foundation, and their decision is this regard will be finsl and acceptable to mo.
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By affixing hereunder, signature of our Althorised Signatory for recommending this case/patienl for financial assistance lrom Koshika Foundation. we

(Hospital) hereby aftirm E accept following:
it if,it *i n",ff,J, 

"," 
presenlty nor will iniuture avail of financial assistance from another NGO or any other source, for the same paiignt/case, as wg are

rJquesting to get from Koshik; Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Ly io"trifi io"rnO"fion. in pan or in full, then the Hospital r€serves it s right to m;ke up the shortfall from another NGO or any othor sourco. This

;nfiimation essentially sdtes that the Hospital will not avail any duplicaiE assistrance for the samg patiqlucase lrom any ofher NGO or any othor sourca.

ilftre isststance from Koshika Foundatio; is only financial in ;alure. The choic€ ofthe keatmenuprocedlre advised/clnducted by the Hospital on lhe

pltient, ii uasea on tfre anangement between thipatient & the Hospital, and is in no way influencsd by Koshika Foundatlon. Hence' the Hospitalwill

liirrt 
"of"C "orpf"te 

resp;nsibility of the treatmeht & il's outcome & safety of the pati6nt, ahd Koshika Foundation will have no role or responsibility

in the matter.
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