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DECLARAIOil by APPLICAT,IT: qr+(6 !m dqqr vr:

1) I hereby oonfirm lhat all details in tis Form are True to the best of my knowledge. Any false statemenl will render my Application & ongoing assistanc€, i, any,

liable lor rejecliory'cancellation.

zl iiofemnfiipnnim trat assistance, it received from Koshika Foundation, will be us6d only for the "purpos6", as statod in fiis Fotm lor which such assisl'anc€

was requestsd by m€.

3) I hereby confirm thal I have not & wi[ not in future, avail of reimbursement, in part or in full, from any other source/employer,linsurance company of the amormt

for whlch this assistance is requested
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'1) By afflxing my signature or thumb impression on lhis Form, I

uso/oublish/9ut-up/reproduce my name, address photo & detail

medium, including but not limited to vgrbal, print, electronic, for

sctivitievachievements. Such use of my photo & details can be

for which assistance is being requestsd.

2) I (Applicant) further agree that any such use of my name, address, photo & d€tails of the'purpose", for which such assistance is raqu6l6d/grantod'

will not automaticauy entiue me tor receiving or continuing the said assistance. The decision for granting snd/or continulng the assistanco wlll rest solgly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me'
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By afflxing h€reunder, signature of our Authonse d Signatory for recommending this case/patient for financaalassistance lrom Koshika Foundation we

(Hospitalthereby atlirm E accept followrng:

at we neilhel are presentty nor wrll in fu ture avail of financial assrstancs from another NGO or any other source. for the sam€ patienucase, as we are
1) rh

requesting to get lrom Koshika Foundation, to lhe extent that such assistance is granted by Koshika Foundation. tf the requested assistance is not granted

by Koshika Found alion, in part or in full, then the Hospital reseNes it's right to make uP the shortfallfrom another NGO or any other sourcs. This

conlirmation essentiallY states that the Hospitalwill not avail any duplicate assistance for the same patienucase fom anY other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/conducted by the Hospilal on the

patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced bY Koshika Foundation. Hence, the Hospital u/ill

assume sole E complete resPonsi bilily of the treatment & it's outcome & safety of the patient, and Koshika Foundalion will have no role or responsibility

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

s of the 'purpos€", for which such assistanc€ is requostEd/granted, through any

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

made b-y fosfriXa foundation before or after my tr€atment or fulfilment oI the 'purpose'

in the matter.
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