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DECLARATION by APPLICAi{T: itri(6 tr0 SqqI Y{:

1)l hereby confirm that alldehils in this Form are True to the besl of my knowledge. Any false statement will render my Applicalion & ongoing assislance, if any,

liable for rejectiory'cancellation.
Ztiiof"n1nfii"ntrr tfrai assislance, if received from Koshiks Foundation, will be used only for the 'purpose', as stated in this Form. for which such assistance

was requested by me.
3) I her;by confi;n hat I have not & will not in future, avail of reimbursoment, in part or ih fu

tor which this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and its Trustees to

useftubtish/put-up/reproduce my name, address. photo & detaits of the 'purpose", for ,,vhich such assistance is requested/granted, through any

meoium, inciuoing bui not limited to verbal, p.int, etectronic,Ior soliciting donations lor Koshika Foundation and/or disseminating information about it's

activities./achievements. such use ot my photo & details can bo made bt Koshlka Foundation before or after my treatmenl or fulfilment ofthe'purpose"

for which assistanc! is being requested.

2) I (Applican0 further agreJthaiany such use of my name, address. photo & delails of the 'purpose', for rvhich such assistance is requested/gtanted,

witt not automiticatty entiUe me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees ol Koshika Foundation, and th€i. decision is this regard will b€ final and acceptable to me.
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By aflixing hereunder, signature of our Authorised signatory for reclmmending this case/patient for financial assistance frcm Koshika Foundation' we

(Hospital) hereby aflirm & accept following
1)that we neither are Presently nor will in fu ture avail of financial assistance lrom anolher NGO or any other source, lor the same patienl/case, as we are

requesting to get from Koshi ka Foundation, to the extent that such assistance is granted by Koshika Found ation. ll the requested assistance is not granted

by Koshika Foundation, in Part or in full. then the Hospilal reserves it's right to make up the shortfall from another NGO or any olher source. This

confirmation essentially states that the Hospital will nol avail any duplicatE assistance for the same patisnucas€ f'orn any other NGO or any othEr source

ial in nature. The ctoice of lhe featmenuprocedure advised/conducted by the Hospital on the
2) The assistance from Koshika Foundatlon is only flnanc
palient, is based on the arrangement betwsBn the patient

assume sole & complete responsibility ol the treatment &
& th6 Hospital, and is in no way influonc€d by Koshika Foundation. Hence. the Hospitalwill
il s oulcome & sslEty ofthe patient, and Koshika Found ation will h8vo no rolg or responsibility

in lhe matter.
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