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DECLARATIOil by APPLTAT{X Erq(6, EIo Slrqr rr:
1) I hereby confim lhat all details in hls Form are True to ths best ol my knowledge. Any false statement will render my Applicalion & oogoing assislanco, if any,

liable f or rejecliorvcancellation.
2) I solemnu ;nfirm that assisliance, if received trom Koshika Foundation, wlll be used only for the 'purpose', as stated in thls Form, for whict such asslstance

was requested by me.
3) I hereby clnfi;m that I have not & will not in future. avail of reimbuFement. in part or in full, from any other source/employer/insurance coflpany, of the amount

for which lhis assistance rs requesled.
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Date of surgery
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.1) By afflxing my signature or thumb impresslon on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

medium, inciuding but not limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating information aboul it's

activities/achievements. Such use of my photo & details can be mad€ by Koshika Foundation before or alter my keatment or lulfilment of the 'purpose"

for which assistance is being requested.
2) I (Applicant) lurther agreJ that any such use of my name. addrsss. phgto & details of the 'purpose", for which such assistance is requested/grantgd,

will not automalicalty entifle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will rgst solgly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me
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r<r,.rtc]ekdics{orysrc?{dfrnl,dC"Elfir6r"qc(?rS.<n,Erflvqltctr(iYctgdffifrfiIqIskrq-dFrd+mffiSv{Rlllqc
t ,fiRi 6ri * fdc qft-q'd tr it rql EI trd{q it ran * qrd ql cq i 6d * Fdq'qiftr+t 'rrsgm" s aT$ q&qa tr
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By affixing hereunder, signalure of ourAuthorised Signalory for recommending this case/patienl for flnancial assistance from Koshika Foundation, we

(Hospilal) hereby atfirm & accepl tollowrng.
i)if,it w6 neitn6, are presentynor will inluture avail of llnancial assistance from snother NGO or any othor source. for the same patient/case, as we ar€

rdquestin! to get trom'Koshik; Foundation, to the extent that such assistanc€ is granted by Koshika Foundation. lllhe requested assislance is not granted

Uy io"t it", fo"rnO"tion, in part or in full, then the Hospital reservos it's right to mak€ up the shortfall from another NGO or any other sourca. This

c6nfiimation essentially st;tes that the Hospital will not avail any duplicslg sssistance lor the same patlent/case from any other NGO or any othar source

iit e asiistince tro,riKoshika Foundatio; is only financial in ;ature. The choice ol the treatmenuprocedure advised/conductsd by the Hospitral on the

plti"nt, ii U"s"O on tte anangement b€tween th;patient E the Hospital, and is in no way infiuenced by Koshika Foundation. Honce' tho Hospitalwill

assume sol€ & complote resp;nsibility of the trealment & it's outcome & safety of the patient, and Koshika Foundation will have no role or rosponsibility

in the matter.
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