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DECLARATIO by APPL|CAI{T: e4Td(6 ERr dsqr rr{:

1 ) I hereby confirm thal all details in this Form are True to th€ best o, my knowledge. Any false statement will render my Appllcation & ongoing asslstsnca, it any,

liable for rejectior/cancellation.
2) t solemnly ionfirm that assistance, if received from Koshika Foundation, will be used only for the "purpose'. as stated in this Form, for whidl suct assislance

was requested by me.
aiif,eriOy contirm ttrat I have not & will not in future, avail of reimbuGement, in part or in full, from any other source/employer/lnsurance compsny, ot the amount

for which this assistrance is requesled.
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By affixing hereunder, signature ol our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation we

(Hospilal) hereby afiirm & accept following:
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"r" 
presently nor witl iniuture avail of flnancial assistance from another NGO or any other source, for tho same patienucase, as we 8re

,Jqre"ting to ga fror'xoshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Uy io.trif,i fo"rna"tion, in part or in full, then the Hospital reserves it s right to make up the shorttall from another NGO or any other source This

c6nfirmation essentiatty st;tes that the Hospital will not avail any duplicaie assistance lor the sam€ patienucase from any glher NGO or any other source

iiit. isiistancu troni Koshika Foundatio; is only financial in ;alure. The choice of the keatmenuproc,edure advised/conducted by the Hospital on the

pltient, ii Uaseo on ttre anangement between the patient & the Hospital, and is in no way influenced by Koshika.Foundation. Hence' the Hospilalwill

lisume sole & comptete resp;nsibitity of the treatmeht & il's outcome & safety of the patisnt, and Koshika Foundation will havs no rol€ or resporsibility

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

uselpuOtis lut-uptieproduce my name, address. photo & details of the 'purp6se', for which such assistance is rcquested/granted, through 8ny

medium, inciuding but not limiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating infotmation about it's

activities/achiev;enls. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose"

for whrch assislance is bsing requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assisiance is request€d/granted,

witt noi automaticatty entille me for receiving or continuing the said assistance. The decision for granting and/or continuing lhe sssistancr will rsst solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and accsptabl€ to ms.
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