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oEcLARATlo by APPLICANT: eI4(6 Gm sicql c{:

1) I hereby confim hal all debils in his Form are True to the best of lny knowledge. Any jtalse statement will render my Application & ongoing assistance, any,

liable lor rejection/cancellalion.
Z1 f soemnfy bnnrn Uat asslstance, if received lrom Koshika Foundation, will be used only for thg 'purpose', as stated in this Form. for which such assistanc€

was requested by me.
iiitiJ,.itv i]iiiri Ura I havo not & wi not in future, avail of reimbursement, in part or in tull, hom any olher source/employer/insurance clmpany. ol he amount

tor whlch his assistanca is requested.
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1)By amxing my signature or thumb impression on this Form, I

usei publish/pufupi reproduce my name, address, photo & detail

medium, including but not limited to verbal, print' electIonic, lor

activities/achievemenls. Such use of my photo & details can be

(Applicant) hereby agree & authoriso Koshika Foundation and it's Trustees to

s of the 'purpose", tor which such assistance is requested/granted, through any

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

made bt Kgshika Foundation before o. after my treatment or futfilment ot the 'purpose'
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/palient lo. financial assistance from Koshika Foundation we

(Hospital) hereby afilrm & accept tollowing
1) that we neither are presently nor will in fu ture avail ol llnancial assistance hom another NGO or any other source. for the same patient/case, 6s we arc

requ esting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Fou ndation. lf the requested assistance is oot granted

by Koshi ka Foundation, in part or in lull, then the Hospital reserves it's right to mak€ up the shortlall from anoth€r NGO or any other source. This

conflrmation essentially states that the Hospital will not avail any duplicate assistance for lhe samo Patien Ucase ftom any other NGO or any oth€r source

2) The assistanco lrom Koshika Foundation is only frnancial in nature. The choice of the tteatmenuproced ure advised/conducted by the Hospilal on the

patienl , is based on tho arrangoment betw66n tho pati€nt & the Hospital, and is in no way influoncad bY Koshika Foundation. Henco. the Hospitalwill

assume sole & complete rosponsibility of thg trostrnent & it's outcome & satety of lhs patient, 8nd Koshika Foundation will have no role or responsibility

lor which assistance is b€ing requested.

2) I (Appticant) turther agree thaiany such use ol my name, address, photo & details of the 'purpos6', lor which such assistance is requested/granted,

witt not automatically entite me for receiving or continuing the said assislance. The decislon for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be llnal and acc€ptable to me
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