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DECLAMTIOT{ by APPLICANT: ef,T+{6 Em dsqr cI:
1) I hereby confim lhat all details in this Form are True to the best of my knowledge. Any false stiatement will .ender my Application & ongoing asslstanco, lf any,

liable for rejection/,cancallation.
2) I solemnly confirm that assislance, if received lrom Koshika Foundation, will be used only for the 'purpose', as stated in this Form, for whlch such assislance

was requested by me.

3) I hereby confi;m thal I have not & will not in futlrre, avail of reimbulsement, in part or in full, fro.n any other source/employerinsurance company, of the a

for which this assistance is requesled.
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,t) By affixing my signature or thumb impression on this Form, I iAppticant) h6reby agree & authorls€ Koshika Foundation and it's Trustees to

use/publish/put-upkeproduce my name, address, photo & detail! of the 'purpose', lor lYhich such assistance is requasted/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 made by Koshika Foundation before or afler my ircatment or fulfilmBnt of lhe 'purposs'

for which assislance is b€ing requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose', lor which such assistanc€ is requ€sted/g.anted,

will not automatically entitle me for receiving or conlinuing the said assistance. The decision for gEnting and/gr continuing the sssistanc€ will .est solgly

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptable to mo-
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By affixing hereunder. signalure of our Authorised Signatory for recommending this case/patienl for frnancial assistance from Koshika Foundation. we

(Hospilal) hereby affirm & accepl followingi
iy tnat wi neithjr are presently nor will inluture avail of financial assistance from another NGO or any other source, for the same patienucaso, as we are

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

Uy'ioini[a fo-rnAation, in part or in lull, then the Hospital reserves it's right to make up the shortfall from anothor NGO or any other sourc6. This

c;nfirmation essentially stites that the Hospital will not av6il any duplicate assistance for the same patienucase from any olher NGO or any other source

ijme assistance trom Koshika Foundation is only llnancial in ;ature. The choice ofthe treatmenuprocedure advised/conducted by the Hospital on lhe
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airanqement between thipatient & the Hospital, and is in no way influenc€d by Koshika Foundation. Honce, the Hospitalwill
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resp;nsrbrtity of the treatment & it's outcome & safgty of the patient, and Koshika Foundation will have no rolo or responsibility
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