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DECLAnATPil by APPLICAI{T: !cr+{€ m SCqr [r:
1) I hereby mnfrm that all details in this Form are True to the b€sl oI my knowl€dge. Any false slalement will render my Application & ongoing asslslsnce, it any,

liable for rejecliorrcancellation.
2) I solemnly ionfirm that assistance, if r€caived from Koshika Foundation, will be used only for the 'purposo', as staled in this Form, for which such assistance

was requested by me.
Siiner;Uy clnnrm tnat I have not & will not in futurc. avaitof reimbuGement, in part or in full, from any other sourc€/employernnsurance company, of lhe amount
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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 & accepl followingl
i)itrlt *6 neittdr are presentlynor will iniuture avail of financiai assistance lrom another NGO or any other source, for tho same patienvcase, as we are

rdqueiting to get from Xoshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

t-y-io"ttifi fo"rnO"tion, in part or in futl, then the Hospital reserves it's right to m;ke up the shortfall lrom another NGO or ary oth€r source. This

iinfiimation essentiatty st;tes that the Hospital will n;t avail any duplicaao assistance for the same pationucase lrom any othe. NGO or any olhor source.

itit" iiri"t"""" f,o*iKoshika Foundation is only financial in ;alure. The choice of the lreatmenuprocedure advised/conducl€d by the Hospital on the

;;tie;t, is based on the arrangement beiween th;pafient & the Hospital, and is in no way influenced by Koshika Foundalion. Hsnce. the Hospitallvill

lisume sote a comptete resp;nsibility oI the treatment & it's outcome & safety ol the palient. and Koshika Foundation will havo no role or rosponsibility

1) By afilxing my signature or thumb impression on this Form. I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/iubtish/put-up/ieproduce my name, address, photo & details of the 'purpose", for which such assistance is requested/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/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my trcatment or fulfilmont of the 'purpose'

for which assistance is being requested.

2) I (Applicant) further agree thal any such use of my name, address, photo & details ot the "purpose", for which such assistance is requested/granted,

witt noi automaticatty enti e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acc€ptable to me.
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