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DECLARATIOil by APPLICAITi E t<{, d{ sqql r-{:
,l 
) I hefeby contirm thal all details in this Form are True to the besl o, my knowledge. Any lalse statement will render my Application & ongoing assl8lanco. if anv,

liable for rejection/cancellation.
zt iioi"rnrilonnim ttrat assistance, if received trom Koshika Foundation, will be usgd only for the 'purpose'. as stated in lhis Form. for which such assistance

was requested bY me

3) I hereby confirm that I have not & will not in fulure, avail of reimbuEement, in part or in full, from any other source/employer/insurance company, of the amount

for which this assistance rs requested
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,.GRE by APPLICANT (qri{fi Ero 6m)

1) By afiixing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name, address, photo & detail

medium, including but not limited lo verbal, print, electronic, for

activities/achievements. Such use of my photo & Cetails can be

rApplicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

s of the 'purpose', for which such assistanco is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information aboul it's

made bi Koshika Foundation before or after my treatment or fulfilment of th€ 'purpose"

*#+xw
"Aw{ffi,

for which assistance is being requestsd-

zt r (eppri""nt) ru|.t 
", "gree-that 

any such use of my name, address, photo & d€tails ol the'purpose', for which such assistance is requ$ted/granted'

will not automatically entitte me for receivint or cont;uing the said assistance. The decision lor g.anting and/or continuing the assistance will rest solely

with the Trusteos oiKoshika Foundation, and their decision is this regard will bo final and acc6ptabl€ to me'
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"r)tr*r" q<1vcd artrd 6r frtis ffdq sln <E[6rt dflr

By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financialassistance from Koshika Foundation we

(Hosprlalthereby affirm & accepl followrng:
at we nerther ale gresentlY nol wlll ln future avail of financial assistance lrom anothor NGO or anv other source, for lhe same patient/case, as we are

ior]ndatron. lf the requested assistan@ is not granted1) rh
requesting lo get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika

by Koshika Foundation, in part or in full. then the Hospital reserves it's right to make up the shortfall from another NGO or any other source This

confirmation essen tially states that the HosPitalw ill not avail any duplicate assistance for the same patienucas€ from anY olher NGO or any other source

2) The assistance from Koshika Foundation is only financiai in nature The cioice of the treatmenuproced ure advised/corductod by the Hospital on the

patient, is based on lhe arrangement between the patient E the Hospilal, and is in no way influenced by Koshika Foundetion. Hence, the Hospital will

assurne sole & complete responsibility of the t.eatmenl & it's outcome & salsty ol the pati6nt, and Koshika Found ation will have no role or responsibility

in lhe matter.
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