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DECLARATION byAPPL,CA T; rn+q6 tm dsql rrr

1) I hereby clnlirm that all details in this Form are lrue to the besl ormy knowledge. Any false statement will render my Application & ongoing assislance' iI any'

2) I solemnly confirm
lrable for rejectiory'cancellation

that assista nc€, if received lrom Koshika Foundation, will be used onty for the 'purpose", as stated in this Form. for which such assistance

was requested by me

3) I hereby confrm hat l hav€ not & will not in future, avail of reimbu.sement, in part or in full, from any other soulce/employer/insJrance .rompany' of thg smount

for which this assislance is requested
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'1) By afiixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authoris€ Koshika Foundation and ifs Trusteos to

use/publislvput-uP/reProduce mY name, address. photo & details of the 'purpose" . for which such assistance ls requested/granted, through any

medium , inciuding but not limited to verbal, print, electronic, for soliciting donations ior Koshika Foundation and/or disseminating information aboutits

activities/achievements Such use ol my photo & details can be made bY Koshika Foundation before or after my treatment or fullilment of lhe "pu rpose"

Ior which assistance is being requested

2) I (Applicant) ludher agree that any such use of mY name' address, photo & details ol the'purpose', for which such assistance is requested/granted'

will not automatically entitle me for receiving or @ntinuing the said assistance. The decision for granting and/or continuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation. and their decision is this regard will be final and acceptable to me
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By afilxing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assislance from Koshika Foundation' wo

(Hospital) herebY affirm & accePt lollowing

1)that we neither are presently nor will in future availol financial assislance from another NGO or anv other source, lor the same
ioundation. lf the requested

oatent/case, as we are

;ssrstance ls not granted

requesting to get from Koshika Foundation , to the extent that such assistance is gra nted by Koshika

or any other source
by Koshika Foundation, in Part or in full. then the HosPital leseryes its right to make up the shortfall from another NGO or any other source. This

conllrmation esse ntially stat€s that the HosP ital will not avai I any duplicate assistance for the sam6 patient/case lrom any other NGO

Koshika Foundation is only financial in nafure The choice of the treatmenuprcced ure advised/conducted bY the Hospital on the

arrangement betw6en tho Patisnt & the Hospital' and is in no way ihfluBnced by Koshika Foundation. Henc6, tha Hospital will
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responsib ility of the troatment & lt's outcome & safety of the Patien t. and Koshika Foundation will have no rclo or responsibilitY

assume sole & comPlete
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