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DECLARATION byAPPLICA'{T; qd(6 !m slqqr lI1:

1) I hereby confrn that all details in this Form are True to the best ol my knowledge. Any false statement will refld€r my Application & ongoing asCslancs, i, any.

liabl€ for rejeclion/cancellation.
2) I solemnly ;nfirm that dssistEnce, if receivod from Koshika Foundation, witl be us6d only for the 'purpose', as statd in thls Form, for whlch such assistance

was requested by me.
3) I he;by confi;n that t have not & will not in future, availof reimbursement. in parl or in full, from any other sourct/employer/insurance company, ol the amosnt

for which thrs assistanco ts requestgd.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation. we

(Hosprtal) hereby affirm E accept following:
i) it'5t 

"6 
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"r" 
presenfly nor will in-future avail of financial assistance from another NGO or any other source, for the same.patienucase, as we are

|.dqr""ting ro g"t f|.orn foshikj Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

ty-iostrifi fo"unoation, in part or in full, then ths Hospital resorves it's right to mtke up th€ shortfall from another NGO or ary othor sourc€. Thls

c6ntimation essentiatty st;tes that the Hospital will not avail any duplicale assistancs for th€ same patienucasg from any other NGO or any othsr sourca.

ijfne a""ot"nce fro. Koshika Foundation is only financial in ;ature. The choice of the keatmenl/procedlre advised/conducted by ths Hospitalon the

pitient,-i" o"i"a on tr" arrangement bet$/een thipatient & th€ Hospital, and is in no way influencsd by Koshika Foundalion. Hence, th€ Hospitalwill
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resp;nsibility of the treatment & il's outcome E safety oI the patient. and Koshika Foundation will have no role or responsibility

1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trust€es to

use/Oublish/pur-up/ieproduce my name, address, photo & details of the 'purpose', for rvhich such assistance is requested/granted, through any

medium, including but not timiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling informalion about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my trcatment or fulfilment of lhe 'purposo'

for which assistance is being requssted.
2) I (Applicant) further agree thal any such use of my name, address, photo & details of the 'purpose", for which such assisianc€ is requgst6d/granted,

witt noi automaticatty entifle me for receiving or continuing the said assistance. The decision for granting and/or continuing lhe sssistianco will rqst sol€ly

with the Trustees of Koshika Foundation, and their docision is this rega.d will be finai and acceptable to me'
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