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DECLARATToN by APPLICANT: qr+<6 fr( slsq qr:

1) I hereby confirm that alldetails in this Form are True to the best of my knowledge. Any false stiatement will render my Applicalion & ongoing assistanc€, if any,

liable for rejection/cancellation.
2) I solemnly;nfirm that assistance, if rcceived fiom Koshika Foundation, will be used only for the 'purpose', as stated in this Form, forwhich such assistance

was requested by me.
aiif,"rirOy 

"onn,in 
m"t I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, ofthe amount

forwhich this assistance is requested.
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1) By afiixing my signature or thumb impression on this Form, I (Applicant) he.eby agree & authorise Koshika Foundation and it's Tnlstees to

uie/publishiput-up/reproduce my name, address, photo & details ofthe "purpose', lor which such assistance is requested/granted, through any

meOium, inciuding tui 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 Foundalion before or after my treatment or fullllment of the "purpose'

for which assistance is being requested.
2) I (Applic6nt) Iurther agree that any such use of my name, address, photo & details ofthe "purpose",lor which such assistance is requested/granted,

*itt noi automaticatty eniitle me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

with the Truslees of Koshika Foundalion, and their decision is this regard will be final and acceptable to me
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Byaffixinghereunder,sign"t,,uofo,,A,tffise/patientforfinancialassiStancefromKoshikaFoundation,we
(Hospital) hereby atrirm & accept following:
ilit lt *i n"ith;l. 

"ru 
presenty nor will in-future avail of flnanciat assistance from another NGO or any other source, for the same patienucase, as we are

rJquesting to get from'Koshik; Foundation:to the extent ihat such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

Uykostril<"a fo"unaation, in part or in futl, then the Hospital reserves it's right to m;ke up the shortfall froIn another NGO or any othe. source. This

c6nfiimation essentialty sdtes that the Hospital will n;t avail any duplica[e assistance for the same patienucase hom any other NGO or any other source'
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frri Koshika Foundation is only financial in ;ature. The choice of the treatmenuprocedure advised/conducGd by the Hospital on the

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

assume sole & complete resp;nsibility of the treatment & it's outcome & salety of the patlent, and Koshika Foundation will have no role or responsibility

in the mattet
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