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DEcLAaanoN by APPLlcat{T airi(6 !m q}cw rrr
1) I hereby confirm lhat all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance. if any,

liable for reFction/cancelladon.

ai;H;y-;;-fi thaiassistance, rr received from Koshika Foundalion, will be usod only for the'purpose', as sl,ated in thls Form. br which suct as6istanco

was requesled by me

3) | hereby confirm that I have not & will not in future, avail of retmbulsement, in part or in full, from any other source/employer/insurance cofipany, of the amount

for which this assistance is requested
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1) Bv affixrng my signature or lhumb rmpression on this Form l

use/pubrish/pulup/reoroduce my name. address, photo E detail

med;um, including but not limited to verbal, print. electronic' for

activilies/achievements. Such use of my photo & details can be

rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

r of the 'purpose", for which such assistance is .equested/granted, through any

soliciting donations lor Koshika Foundation and/or disseminating information aboul it's

made b-y Koshika Foundation before or after my treatment or fulfilment of the 'purpose"

for which assistance is being requested.

2) l (Applicant) fudhel agree that any such use of my name. address, photo & details of the "purpose", fol which such assistance is requested/granted,

wilt not automaticalty entitte me for receiving or continuing the said assistanae. The decision for granting and/or continuing the assistance will rest sole

with the Trustees of Koshika Foundation, and their decision is this rogard will be final and acceptable to mE'
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for flnancial assistance from Koshika Foundation' we

hereby affirm E accept following:
neither are oresently nor wrll in fulurc

(Hospital)
avail of financial assistance from another NGO or any othor source, for lhe same patisnvcase, as we ar€

1) that we
reauestinq to get from Koshika Foundation, to the exlent that such assistance is granted by Koshika Foundation lf the requested assistance is not granted

by Koshika Foundation. in part or in full, then the Hospilal reserves it's right to make up the shortfall kom another NGO or any othgr source. This

conf irmation essentiallY states that the Hospital will not availany duplicate assistance for the sams patienucase from any other NGO or any olher source

2)The assislance from Koshika Foundation is only financial in nature. The choice of the treatmenl/prcced ure advised/conducled by the Hospital on the

atient, is based on lhe anangem ent b€tween tho pati€nt & th€ HospitaI, and is in no way influenced bY Koshika Foundation. Hence, the Hospitalwill

ssume sole & comPlete resPonsibi lity of the treatment & it's outcome & safsty ol the pati€nt, and Koshika Foundation will have no role or responsibilityp
a
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