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DECLARATIOil by APPLICAT{I: qri(6 !m siqlr Ti:

1) I hereby confirm that all details in this Form are True to the besl o, my knouledge. Any fals€ sbtem€nt wlll render my Appllcation & ongolng asslslanca, if any.

liable for rejection/canc€llation.
Z) isotemnty ionnrm ttrat assistsnce, if receiv€d from Koshika Foundalion, will be ussd only for the 'pu.pose', as slatsd in this Form, for which such asslslance

was requested bY me.
S-iit e,i-'"onn,:m tha f have not & will not in future, avaii of reimbursement, in part or in full, from any other source/employer/insurance co.npany, ol fle amount

for which this assislance is requested.
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1) By affixing my signature or thumb impression on this Form. I

use/publish/pulup/reproduce my name, address, photo & detail

medium, including bul not limited to verbal, print, electronic, for

activities/achievements. Such use of my photo & details can be
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iApplicant) heroby agree & authorise Koshika Foundation a.d it's Trustees to

s of the 'purpose', lor which such assistance is requosted/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made bt Koshika Foundation beforg or after my treatment or fulfilm€nt of the 'purpose"

for which assistance is being requested

2) I (Applicant) further agree-thai any such use of my name, address, photo & d€tails of the 'purpose', for which such assistance is requ€sted/granted.

witt not automaticatty eniitte me for receiving or continuing the said assistanc8. The decision for granting and/or costinuing the assistanca lvill rest 8ol8ly

with the Trustees of Koshiks Foundation, and theh decision is this regard wiil b€ final and sccsptabl€ to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this caseipatient for financial assistance from Koshika Foundation' wa

(Hospi tal) hereby alfirm & accept following
1) that we neither are presently nor will in fu ture avail of financial assistance from another NGO or any oth€r sourc€, for the sam€ patignt/case' as we are

requesting to get from Koshika Foundation to the extent that such asslstance is granted by Koshika Foundation. lf th€ requested assistanc€ is not g.anted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shorlfall from anoth€r NGO or any othor source. This

confirmation essentially states that the Hospital will not avail any duplicats sssistanca for the same patienucase from anY oth6r NGO or any oth€r saurce

2) The assistance from Koshika Foundation is only financial in nature. The choice of the lreatme nVprocedure advised/c!nducted by the Hospital on the

patient, is based on the anangement between tho patient & the Hospital. and i$ in no way influenced by Koshika Foundalion Hence, the Hospital will

assume sole & complete responsibility ol tho treatment & it's outcome E safety ol lhe Patient . and Koshika Foundation will have no rolo or rgsponsibility

in lhe matter.
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