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DECLARATION by APPLICAI.IT TRIi<fi, m sIcql cI:
'I ) I hereby confrm lhat all details in lhis Form are True to the b€st of my knowledge. Any fals€ statement will rendor my Apdication & ongoing asslstrancs. if any,

liable for rcjectiory'cancellation.
2)l solemnly confirm that assistance, if received hom Koshika Foundation. wlll bo used only for the "purpose", as stated in thls Fom, for which such assist.nce
was requested by me.

3) I hereby confirm that I have not & willnot in tuture, availof reimbursement, in parl or in full, ftom any other sourct/employer/insurance clmpany, of the amount

for which this assrstance ts requested.
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,.cREEirENT by APPLICANT (sn4{6 Bm 6{r()

1) By afiixing my signature or thumb impression on this Form, I ,Applicant) hereby agrge & authorise Koshika Foundation and it's Truste€s to

use/publish/put-up/reproduce my name, address, pholo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, including 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 & delails can be made by Koshika Foundation before or after my treatment or fulfilment of lhs 'purpose'

for 'rhich assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & d€tails ol the 'purpose", for which such assistance is requestsd/grantad.

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc€ will resl solely

with the Trustees of Koshika Foundalion, and their decision is this regard will be flnal and acceptabie to me.
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By affixing hereunder, signature ol our Authorised Signatory for recommending lhis case/patient tor financial assistance from Koshika Foundation. we

(Hospilal) hereby affirm & accept followingl
il tnlt wi neiher are presently nor will inluture avail of llnancial assistance from anolher NGO or any other sourc€, for th6 same patienrcas€, aa we arc

r;questing to get from'Koshiki Foundation. to the exlent lhat such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Uy io"trif"" i"-rna"tion. in part or in full, then the Hospital reserves it's right to m;ke up the shortfall ,rom anothsr NGO or any other sourc6. Thls

c6nnrmation essentiatty st;t6s that the Hospital will not avail any duplicaae assistance tor the same patignvcase from 8ny other NGO or 8ny oth€r source

Zjffr. 
"i"istance 

f,o,riKoshika Foundatio; is only financial in nalure. Tie choic€ of the treatmenuprocedu.e advised/conduct€d by the Hospitai on the

plti"nt, i" U"""0 on tir" arrangement bstween the patient & the Hospital, and is in no way inf,uenced by Koshika Foundation. Hence the Hospitalwill
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resp;nsibility of the trcatment & il's oulcome & safBty of the patlent, and Koshika Foundation will have no role or responsibility

in the matter.
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