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DECLARATION by APPLICAa{T: !f,rt<6 !m sic{n yr:

1) I hereby confirm hat all detaih in hls Fom are True to the besl of my knowtedge. Any lals€ statement will render my Application & ongoing assistance, if any,

liable for mjoclion/cancsllalion.
2) I sol€mnly;onfim that assistancr, it r€ceived tom Koshika Foundation, will be used only for tho'puDose', as stat€d in this Form. for which such assistanct
w3s requ€sted by rng.
3) I her;by confirn hat I have not & will not in future, avail of reimbu.sement, in part or an full, frorn any other source/employe/insurance company, of the amount

for which this as€istanc€ is requested.
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AGREEiiENT by APPLICANT ( l[tr 6m)

l) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtish.fiut-up/reproduce my name, add.€ss, photo & details of the 'purpos€', tor which such asslstance is requested/granted, through any

medium, inciuding but not limited to verbal. print, electronlc, for soliciting donations lor Koshika Foundation and/or di$seminating informaton about lt's

activities/achievements. Suci use of my photo & delails can be made by Koshika Foundalion b€rorg o. all6r my treat nent or fulflment ofthe'purpose"

for which assistanco is being requo3ted.
2) ! (Appticant) turther agree that any such use of my name, address, photo & details of the 'purpo!e', lor whici such assislanca is requested/granted,

will not aulomatically eotiue rne for receiving o. @otinuing the said assistance. The decision for grantlng and/or continuing the assistanco will rest solely

wilh the Trustees of Koshika Foundation, and thsir decision ls this rcgard will be ,inal and accaptabl€ to me.
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By affixing hereund€r, signature of ourAuthorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundation, we

(Hospital) hereby afflrm & accept following:
iy ttrat we neither are presently nor will inluture availol financial assislance from another NGO or any othor source, for the same patienucase, as we are

r;questing to get from Koshik; Foundation, to the extent that such assistanc€ is granted by Koshika Foundation. lllhe requested assistance is not granted

by Koshak; Fo'undation. in part or in full, lhen the Hospital reserves it's right lo make up tho shorttall from another NGO o. any other source. This

;nfirmation essentially sdt€s that the Hospilal will not avail any duplicsts assistanG ror the sam€ pati€nucsss from any other NGO or any othar sou.ce.

2) The assistanc:g rrom Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

p;tent, is based on ths arrangement betw€an ths pati€nt & ths Hospilal. and is in no way inlluonc€d by Koshika Foundation. Henc6. ths Hospital will

assume sole & complete resp;nsibility of the trsatment & lt's outcomg & saiety of tho patient, and Koshika Foundation will have no 1016 or .esponsibility

in the matter.
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