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DECLARATTOiT by APPL|CAI{T: rcrttq llll dcqr yr:

1) I hereby confirm thal all dolails in this Form are Tru6 to lhe besl ol my knol{,|€dge. Any fals€ sbtement will rendEr my Appliiulior & ongoing asslsiancs. if any,

liable lor rejecliory'cancellatbn.
2) I solemnly confirm that assistance, it rectived frcm Koshika Foundatlon, wlll b€ usEd only for lhe "purpose', as statgd in thls Form, for which such assistrance

was requested by me.
3) I hereby confi;m thal I have not & will not in futuE. avail of reimbursement. in part or in full, from any other soutce/employer/insurance company, ol the amount

for which this assistrance is requested.
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,G by APPLICANT ( Br(I 6(I{)

1) By affixing my signature or thumb impression on this Form, I r'Applicant) hereby agree & suthorise Koshika Foundation and it's Truste€s to

use/publish/put-up/reproduce my name. address, photo & details of the 'purpose', for whlch such assistance ls requested/granted, through any

medium, including but not limited to verbal, print, electronic. lor soliciting donations for Koshika Foundation andiot disseminating information about it's

activitievachievemonts. Such use of my photo & details can be made by Koshika Foundation bgtore or after my treatm€nt or fulfilmont ol the "purpos€"

for which assistance is b€ing requEstsd.
2) I (Appticant) further agree that any such use of my name. address, photo & d€laits of the 'purpose', lor which such assistance is requested/grantod,

;ill not automatically enii e me for receiving or continuing the said assistance. The decision for granting 8nd/or continuing the assistanca will rost sol€ly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
ilif,it we neitte, are presently'nor will iniuture avail of financial assistance fiom another NGO or any other gourc€, for lhe same patienvcase, as w€ ale

rdquestin! to get from'Koshik; Foundation, to the extenl thal such assistance is granted by Koshika Foundation. lfthe requested assistian@ is not granted

Uy io"triti fo"rnOrtion, in part or in full, then the Hospital reserves it's right to m;ke up the shortfall from anothgr NGO or ary othor sourc6. This

iinfiimation essentially st;tes that the Hospital will not avail any duplicaie assistrBncs for tho same patienucass from sny other NGO or any othar sourc€

ijfn" isiistan"u tro. Koshika Foundation is only flnancial in ;alure. The choice of the treatnenuproc€dure advised/clnducted by the Hospital on the

lltient, ii Uaseo on ttre anangem€nt between th€'patisnt & the Hospital, and is in no way influenced by Koshika Foundalion. H€nce. the Hospitalwill

!iir." iofuC 
"orpl"te 

resp;nsibitity of the treatment & it's outcomo & satety of th€ patient, and Koshika Foundation will have no role or responsibilily

in the matter.
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