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DECLARATIO by APPLTCAIT: qri$F ERr Sqqr cr:

I ) I hereby mnlirm lhat all details in his Form are True to the best of my knowledge. Any false stratsment will rerdor my Application & ongolng assistrancs, lf any,

liable for rejectiorvcancellation.
2) I solemnly confirm that assistance, if received from Koshika Foundation, willbe used only for the 'purpose', as stat€d in this Form. for whlch such assistanc€

was requested by me.
3)l hereby clnfiin that I have nol & will not in future, availof rcimbuEement, in part or in full, from any other source/employer/insunmce company, orhe amoirnt

forwhich this assistance Is requested
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,,GREEITENT by APPLICANT ( Em 6m)

1) By affixing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees 10

use/publish/pulupkeproduce my name, address, photo & details of the 'purpose", for which such assistance is requosted/granted, through any

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

actavities/achievements. Such use of my photo & delails can be made by Koshika Foundation before or after my treatment or fulliiment of the 'purpose'

for which assistanc€ is being requested.
2) I (Applicant) further agree that any such use of my name. address. photo E details of the 'purpose", for which such assistancr is requestgd/granted,

will not automaticalty enti e me for receiving or continuing the said assistance. The decision for granting and/or continuing the sssistance will rest solely

with the Trustees of Koshika Foundation, and thair decision is this regard will b€ llnal and acceptable to me
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By affixing hereunder, signature of ourAuthorised Signatory for recommending lhis case/patienl for financaal assistanoe from Koshika Foundation, we

(Hospital) hereby affirm E accepl followrng.
iltnit we neittrer are presentynor will inJulure avail of financial assistance from another NGO or any other sourc€, for the same patienvcaso, as we are

r6questinl ro get lrom'Xoshik; Foundation, to the extent thal such assistance is granted by Koshika Foundatjon. lfthe requested assistance is not granted

fy ioitrif"a fo"unaation. an part or in full, then the Hospital rsssrves it s right to mako up the shortfall f.om another NGO or any othor sourcl This

i6nfirmation essentially st;tes that the Hospilal will not avsil any duplicato assistanco for the same patienucEse Irom any other NGO or 8ny othq sourc6.

ij The assistance lrom Koshika Foundation is only financial in nature. The choic€ of the treatrnenuprocedure advised/conduct€d by the Hospital on the

litient, ii laseC on tfre arrangement b€tween thepatient & the Hospital, and is in no way influenced by Koshika Foundation. Honce, the Hospitalwill

lssume sole & complete resp-onsibility of the treatmenl & its outcome & safety of the patient, and Koshika Foundalion will havg no role or rssponsibility

in the matter.
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