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OECLARATIoN by APPLICANT rql*(6 Em dsqr v{:
1) I hereby confrm that all details in this Form are True to the best of my knowldge. Any false statement will render my Applicatjon & ongolng asslstanco, it any,

liable for rejecton/cancellation.
Z)t sotemnfy ionnrm frat assistance, if received lrom Koshika Foundation, willbe used only for the'purpose'. as stated in ftis Form, forwhich suc,h assistance

was requested by me.
giin",tbf*ndn th"t I have not & will not in future, avail of reimbursement. in part or in full, f.om any other sourc€/employer/insurance compeny, of the a

for,rhich this assistance is requested.
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By afiixing hereunder, signature of our Autho.ised Signalory for recommending this case/patient for financial asslstance lrom Koshika Foundation' we

(Hospital) hereby affirm E accepl following:
i) tnat w6 neitfrer are presen y nor will inluture avail of financial assistance lrom another NGO or any other source, tor the same patisnuc€se, as we aro

requesting to get kom Koshik; Foundation, to the extent that such assistanqe is granted by Koshika Foundation. lllhe requested assistance is not granted

nyko"nifi fo-rnO"tion, in part or in full, then th6 Hospital reserves it's right to make up the shortfall from another NGO or any othor sourc€. Thls

c6nfirmatioh ossentially sdtes that ths Hospilal will not avail any duplicate assistancs for lhe sams patienucaso from any other NGO or any othff source.
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froniKoshika Foundatio; is only financial in nalure. The choice ofthe tEatmenuprocedure advised/conducted by the Hospilalon lhe

pltient. ii UaseO on tne a(angement between the patient & the Hospital, and is in no way influencod by Koshika Foundalion. Hence. the Hospital will

assume sole & complete resp;nsibility of the treatment & il's outcome & salety of th€ patient. and Koshika Foundation will have no role or responsibility

in the matter.
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1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and lt's Trustees to

use/publish/put,up/reproduce my name, address, photo & details ofthe'purpose", for rvhich such assistance is requested/granted, through any

medium, inciuding but nol limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/ol disseminaling information about it's

activities/achievements- Such use of my pholo & details can be made by Koshika Foundation before or after Iny t.eatment or fulfilment of the 'purpose"

for which assistance is being rsquested.

2) I (Applicanl) further agrei that any such use of my name, address, pholo & details of the 'purpose", for which such assistance is r€quested/granlod.

witt not automatically entifle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc€ will rEst solgly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptablg to me.
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