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DECLARATIOT{ by APPLICANT: qrlqE !r( Sso[ qx:

1 ) I hereby confm lhal all details in thls Form are True to the best of my knowledge. Any talse statement will rsnd€r my Application & ongoing assbtance, if any,
liable tor rejection/cancellation.

2) I solemnly confrm that assistanca, if received lrom Koshika Foundation, will be used only for the 'purpose-. as stated in this Form, fo. which sudr asslstsnce

was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbursement, in pan or in full, from any other source/employer/insurance company, of thg amount

for,rhich lhis assistance is requested
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SIGIIATURE ofTRUSTEE 2
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1) By afflxing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorlse Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce 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, fgr 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 Foundation before or aft6r my kaatment or fullilmgnt ollhe'purpos9"

for which assistance is being requested.

2) I (Appticant) further agree that any such use of my name, address. photo & dotails ol the 'purpose', for which such assistance is requested/grantod,

witt noi automatica y eniifle me for receiving or continuing the said assistance. The decision lor granting and/or continulng the assistanc€ will rest solely

with the Trustees of Koshika Foundation, and thei. decision is this rogard will b€ final and acceptable to mo
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By affixing hereunder, signature of our Authorised Signatory for recommendihg this case/patienl for financial assistance from Koshika Foundation. wg

(Hospital) hereby alfirm & accepl following:
i) that we nerthjr are presentlynor will inluture avail of financial assistance from another NGO or any other source, for lhe same patienucase, as w€ ar€

requesting to get from Koshik; Foundation, to the extent that such assistance is granted by Koshik Foundation. lflhe requested assistance is not granted

Ui-ioit iti po-rnOrtion, in part or in full. thBn the Hospital reseN€s it's right to make up the shortfall from another NGO or any other sourG. This

c6nfirmation essentially sdtes that the Hospital will not avail any duplicaig assistanc€ for the same patl€nucas€ from any other NGO or any olher source

2jThe assistance lrom Koshika Foundalio; is only financial in nature. The choice of the treatmenuprocedlre advised/clnducGd by the Hospital on the

plti"nt, ii Oa"ea on tt'e arrangement between thspatient & the Hospital, and is in no way influenced by Koshika Foundation. Honce. the Hospitalwill

assume sole & complete resp;nsibility of the troatrnent & it's outcome & safety of tho patient, and Koshika Foundation will have no rol€ or responsibility

in the matter.
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