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OECLARATIOII by APPUCANI: 4r+(6 dtr dqqr Y{:

1) lhereby confirm hal alldetails in thls Form are True to the besl of my knowledge. Any false statement willrender my Application & ongoing assistance, if any,

liable for rgjecliorrcancellalion-
2) I sol€mnry ;onfim that assistanc€, if rcceived tom Koshika Found:ation, will be used only lor the "purpos€", as stated in this Form. lor which such asshlance

was requested by me.
:jt neriUy contrm tnat I have not & will not in future, avail of reimbursement. in part or in full, from any other source/employer/insuranca company, of thc amount

for which this assislance is requesled.
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(Hospital) hereby affirm & accept following:
i;tnit we neitner are presen{y nor will in future avail of flnancial assistance from another NGO or any other source. for the same patienucase, as w€ are

rjquesting to get from Koshiki Foundation, to the extent that such assistance is gEnted by Koshika Foundation. llthe requested assistance is not granted

Uykoinifi foirnOatlon, in part or in full. then tho Hospilal reserves it's right to Inake up the shortfall from another NGO or any other source. This

c6nfirmation ess€ntially states that the Hospital will not avail any duplicat€ assistance lor th8 samo patisnucase from 6ny other NGO or any other source.

2) The assistanct from Koshika Foundation is only financial in na(ure. The choice ot the Ueatmenuprocedure advised/conducted by the Hospital on the

pltient, is taset on ttre arGngement between thapatlent E the Hospital. and is in no way influenc€d by Koshika Foundalion. Hence, the Hospitalwill

assumi sole & complete resinsibility of the troatment & it s outcome & safety ot the p8tient, and Koshika Foundation lvill have no rcle or responsibility

1) By affixing my signature or thumb impression on this Form, I (Applicanl) hereby agroe & authorise Koshika Foundation and il's Trustees lo

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

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissominating information about it's

activities/achievements. Such use of my photo & details can bo made by Koshika Foundation betore or afrer my treatmenl or fulfilment ol the 'purpose'

for which assistance is being requested.

2) I (Applicant) further ag.ee that any such use of my name, address. photo & d€tails of the 'purpose'. tol which such assistance is requssled/granted'

;i noi automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

wilh lhe Trustees of Koshika Foundation. and their decision is this regard will be linal and acceptable to me
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By alfixing hereunder, signature of ourAuthorised Signatory lor recommending this case/patient for llnancial aslistance from Koshika Foundation, we

in the mattet
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