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DECLARATIoI by APPLICaNI: qd(ff !r{I dcd[ !-r:

1 ) I hereby confrm that all details in lhis Form are True to the best of my knowledge. Any fals€ statsmenl will render my Application & ongolng assistance, lf any,

liable tor rejection/cancellation.
Z) liolemnly ionfrm that assistanc€, if r€csived from Koshika Foundation, will be used only tor the 'purpose', as strated in this Form, lor which suct assistancl

was requested by me.
iiifr",iOi"onf,i, fnat t have not & will not in future, availof reimbuGement. in part or in full, from any other sourc€/employer/insurance company, ot the amou

for which assislance is being requ€sted.

2) I (Applicant) further agree that any such use oI my name, address, photo & dotails of the 'purposg-, for whict! such assistance is requestsd/grant6d'

witt not automaticalty eniifle me for receiving or continuing the said assistance. The decision for granling and/or conlinuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be llnal and acceptable to me.
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By aflixing hereunder. signature of ou r Authorised signatory for recommending this case/patient lor financial assistance from Koshika Foundation. we

(Hospital) hereby afflrm & accept following
1) that we neilher are presenlly nor will in luture avail of financial assistance lrom another NGO or any other source, for the same patienucase, as we arc

requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Founda tion. lf lhe requested assistance is not gGnted

by Koshika Foundation, in part or in full,lhen the Hospital resorvos it's right to make up the shortfall from another NGo or any other source This

con firmalion essentially statss that the Hospital will not avail any duPlicate assistance for the same patienvcase from any other NGO or any othor source

2) The assistance frcm Koshika Foundation is on ly linancial in nature. The choic€ of the treatmenupro.€dure advised/co nducled by the Hospital on the

patient . is based on the anangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & safety ofthe patlent, and Koshika Foundation will have no role or aesPonsibility

for which this assistance is requested.

r I d qlsql 6(dl t fd rs nsq t ki TA rd fr<rq +t sr.rrrt +
2) li ERr i {trrdr IIfu'6iRI6r $rf,+fi', i d sI rd t,ssrl
3) d sf 6'{ir (fiF fr{ tor<r fu ra rrf* al'ri t, rs nftr cr

1) By afiixing my signature or thumb impression on this Form' I rApplicant) hereby

use/publish/pulup/reproduce my name address, photo & detail! of the 'purpose',

medium, including but not limited to verbal, print, electronic, for soliciting donation

activities/achievements. Such use of my photo & delails can be made by Koshika
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agree & authorise Koshika Foundation and il's Truslees to

for which such assistance is requested/granted, through any

s for Koshika Foundation and/or disseminating information about it's

Foundalion before or after my troatment or fulfilment of the "purpose"

in the matte..
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