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DECLARATIoN by APPLIGANTT qr*<s Em sic,o[ la:
1) I hereby mrfirm that alldehils in this Form are True to lhe best of my knowledge. Any false statement $/illrender my Application A ongoing assistanc€, it any,

liablo for rejoctiory'cancsllation.
2) t solemnly confirm that assistance, if received lrom Koshika Foundation, willb€ used only for the'purpose', as statgd in this Form,lof which gucfi gssBtEnce

was rsquested bY me.
3) I he;by confirn that I have not & wiil not in future, availof reimbursoment, in parl or in tull, from any other source/employer/insurance compeny, of lhq amount

for which this assistanc€ is requested.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundalion and it's Trustees to

use/publish/putup/reproduce my name, address, photo & details of the'purpose', for vrhich such asslstance ls .equested./granted, through any

medium, including but not limited to verbal, print, olectronic, for soliciting donations fo. Koshlka Foundatlon and/or dissemln8tlng lntormatlon Ebout ll's

activities/achievements. Such use of my photo & details can be msde by Koshika Foundatlon before or after my treatment or lullilment ollhe'puryOse'
for which assistanca is being requested.

2) I (Appticant) turther agree that any such use ol my name, address, photo & detalls ofthe'purpoee", lor whiqh such as8lstanc€ ls request€d/granl€d,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or clntinuing the assistancl will resl solely

with the Trustees of Koshika Foundation, and lheir decision is this regard will be final and acceptable to me.
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By afllxing hereunder, signature of ou. Authorised Signatory for recomm€nding this casg/patienl lorfinancial assistanco from Koshlka Foundatim, wB

(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail ol financial assistance fmm anothsr NGO or any othor aource, for the sam€ patienucsse, ss wQ are

requssting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthB requested assistanc€ is not granted

by Koshlka Foundatlon. in part or in full, then the Hospital reserves it's right to make up the thortfall from snother NGO or any other sourco. ThiB

conlirmation sssentially statEs that tho Hospital will not avail any duplicsto asslgtancE ror the sEme pgtisnt/cagg from any othsr NGO or any othol source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocldure advised/conducted by the Ho8pital on the
patient, ls based on the arrang€mont b€twsen the patlonl & th€ Hospital, and IE in no way innuonc€d by Koshlka Foundatlon. Hencs, lhe Hospltalwlll
assume sole & complete responsibilily ot the trestrnent & it's outcome & safgty ofthe pgti6nt. 8nd Koshlks Foundstion wlll hava no role or .€Sponsibility
in the matter.
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