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OEcLARATlo by APPLICANT: rff*(6 !m dcqr yr:

1) lhereby coniirm thal alldetails in this Form are True to the best of my knowledge. Any false staternent will render myApplication & ongoing assistance, ifany,

liabls for Ejectiory'cancellation.
Z) isotimnty ipnnrm $at assislance, if received trom Koshik8 Foundation, will be used only for the'purpose', as stated in this Fonn. for which suci assistance

was requested by me.
iiifr"rtOf *nn,in ff,a I have not & will not in future, avail of reimbursement, in part or in tull, from any other source/employer,'insurance company, ol$e amount

tor which tl s assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authodse Koshika Foundation and it's Truslees to

use/publish/put-up/ieproduce my name, address, photo & details of the'purpose", for which such assistance is requested/granted' through any

medium, including but not limited to verbal, print, ;bctronic, for soliciting donations for Koshika Foundation and/or disseminating info.matlon about it's

activities/achleve;ents. Such use ol my photo & details can be made by Koshika Foundation belore or after my treatment or fulfilment of lhe 'purpose'

for which assistance is b€ing requested.

Z) I (Applicant) lurther agree that any such use of my name. address, photo & details ol the 'purpose", for which such assistance is requested/granEd,

*itt noi 
"rtor"ticatty "niitle 

me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and th€il d€cision is this regard will b€ final and acceptable to me
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By afllxing hereunder. srgnature of ourAuthorised Signatory for recornmending this case/patient lor financial assistance from Koshika Foundation, we
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ir injt *6 n",td, ur" oresen ynor will in Iuture avail ol Ilnancial assislance from another NGO or any other source, for the same patienucase' as we are

#q'r"iG i" g"i fi"r'ioifriti founoatron. to tte extent that such assistance is granted by Koshika Foundation lfthe requested assistance is not granted

uv kosniti fo--unOation. in part or in full, then the Hospital reserves it's right to m;ke up the shortfall f.om another NGO or any other source This

#"n..riio" "i"*ti"ffi 
stal€s that the Hospitalwill n6t avail any dupticaae assistanc€ for the sam€ patient/cass trom any olher NGO or any othor source.

iiit 
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i"sit"""" f.riKoshika Foundalo; is onty financial in ;alure. The choice ot the lreatmenuproc,edure advised/conducted by the Hospital on the

plti"rrf,i" U"seO on ttre arrangement between thepaticnt & the Hospital, and is in no way influenc€d by Koshika Foundalion. Hence, the Hospital wil!
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a co.pfete resp;nsibility of the treatrnent & it's oulcome & safety of the patient, and Koshika Foundation will havs no role or responsibility
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