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oEcLARAliO by APPUCANT qriq6' Enr slcqr vr:

1) I hefeby Conlirm that alldelajls in tiis Form are True to lhe best of my knowledge. Any false siatement wlll rend€r my Application & onsoing assistanc€, lf anv'

liable for reiec{ion/cancellation.
zr li1",jl"ri'"'i"[iiili[ijill.".lsiance, it received hom Koshika Foundation, witt b€ used onlv for the 'purposo' as stated in this Form for which such assBt'8nce

was requested bY me

3) I hereby conlirnlthat I have not & will not in future, avail of reimburcement, in part or in full, ftom any other source/employer/insurance cornpany, of the amount

for which this assistance is requested

rl I dcor 6rdr t t6 {q ersc t tq 'd 
q{ frq{q +t srl.6rt + q{sr Fiq G Td tt qt ati tqslol ql aw nra wr mr t n} tfr suc f{RI d v {fifr lr

2) ii EK q\ strqdl {fu'6lftl6l qrr+ltr", i d sl d t,3{rfi 3cq}'l s* Tirc 61 $ + H fqqr sr{,rr, c\ Fs rrsq I q{ TqI lr

3) d 3f€ er<r (f* t*e v6E-m tg qt nftr +1 ,ri t,3s rft fl cfir6 qr r-*.d tRI ffi qq uttfrdc6.'+ql 6q-ff t r a] ?aql t qt{rdfiq{fil
,GREEiIENT byAPPLICANT ( Em r[,IR)

1) Bv affixing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and il s Trustees to

use/pu blish/pulup/reprodtlce my name, address, photo & details of the 'purpose", lor whi ch such assistance is requested/granted, through any

medium. includinq but not limited to verbal' prinl. electronic, for soliciting donations for Koshika Foundation and/or disseminating intormation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundalion before or after my treatment or ftllfilment of the "purpos€

iT,lffl,ffifffi":i"|.!:,1""1"r"""J"$"n ,"" o, ry name. address. phoro & detaits ot the 'purpose", lor which such assistance is requested/sranted'

wi1 nol automaticaly enritte me tor recervrni"or L"ii,.r.git" t",d ,"iistanc€. The decision ior granting and/or conlinuing the sssistancl will rest solgly

wittr the Trustees ol'foshika Foundation, a;d their dgcisron is this regard will b€ finsl and acceptsblo to ms'
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm a accept following

1) that we neither are presently nor wilL in future 6vailof financial assistance from another NGO or any other source, for the same patienvcase, as we are

requesting lo gel trom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf lhe requested assistance is not granted

by Koshika Found ation, in part or in full, then the Hosp ital reserves it's nght to make up the shorlfall korn another NGO or any other source This

confirmation ess€ ntially states that the Hospital will not avail any duplicaie assistanco tor the sam€ patienucase from any oth€r NGO or any other source

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

palient, is based on the arrangement between the Patient & the Hospital, and is in no way influen ced by Kosh ika Foundation. Hence the Hospitalwill

assurne sole & complete responsibility of the treatment & it's outcome & sat6ty of the patient' and Koshika Foundaiion will have no role or responsibility

in the matter.
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