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DECLARATIoI{ by APPLICAI{T: cr,,ri(q' Em q}qqr \rl
1) I hereby confirn lhat alldetails in lhls Fom are True to the besl o, my knowl€dg€. Any lalse straternent will rend€r my Applhatjon E ongolng assistance. lf any,

liable for rejection/cancellation.
2) I solemnly confrm thst assistance, if roceived from Koshika Foundation. willbe used only lor the 'purpose', as stated in this Form, for which such assistance

was requesled by me.

3) I hereby confirm that I have not & will not in fulure. avail of reimbursement, in part or in full, from any other sour@/employer/insurance cornpany, of the amount
for which lhrs assistance is requesled.
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1) By affixing my signature or thumb impression on this Form, I iAppllcanl) hereby agree & authorise Koshika Foundation and lt's Trustses to

use/publish/put-upi reproduce my name, address, photo & details of the 'purposg', lor which such assistance ls roqu€sted/granted, through any

medium, inciuding but not limited to verbal, print, electronic. tor soliciting donations for Koshika Foundation and/or disseminating information about ifs

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or aft€r my treatment or fulfilment ol the 'purpos€"

for which assistancE is being requssted.
2) I (Applicant) fu.ther agre€ thal any such use of my name, addrgss, photo & details of the "purposs'. for which such assistance is rsquested/grdnt€d'

;ll not automatically eniitle me for receiving or continuing the said assistance. The decision for grsnling and/or conlinuing the SssBtanco will rost sol€ly

with the Trustees of Koshika Foundation, and th8ir decision is this regard will bo linaland acceptable to mo.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation, we

(Hosprlal) hereDy affirm & accepl following:
ilttrat we neitnir are presentlynor will inluture avail of financial assistanco lrom snother NGO or an)/ other source, for the same patient/case, as wg ar€

r;questing to get from Koshik; Fo'rndation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistrance is nol granted

by-Koshik; Fo"undation, in part or in full. thsn the Hospital reserves it's right lo mako up the shorttallfrom another NGO or any oth6. sourc6. Thls

c;nflrmation essontially st;tes that the Hospital will not avail any duplicale asslstr9nca for the same pstienucaso rrom 8ny other NGO or any other source

i; tne assistance trom Koshika Foundation is only financial in nature. The choice of the treatmenuproc€dure advised/conduct€d by th€ Hospital on the

p;tie;t, is based on the arrangement between thepatient & th€ Hospital, and is in no way inf,uenced by Koshika Foundalion. H€nce, ths Hospitalwill

iisu.e sote A cornptete resp;nsibility of the treatment & it's outcome & satety ofthe patient, and Koshika Foundation will have no rols or rssponsibility

in the matter.
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