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DECLARATIO by APPIJCANT: qri(6 Em dqln vi:
1) I hereby cutim that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assislance. if any,

liable for rejeclion/cancollaton.
2) I solemnly;nfirm that assistance, it r€ceived lrom Koshika Foundation, will b€ used only for the'purposo', as statd in this Form, forwhich such assistiance

was requested by me.
SiihoilUiconn,in hat I have not & will not in future, avail of reimbursement, in part o. in full, from any other source./employe/insurance company, o[ the amount

for which this assistance is requested.
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1) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose", lor which such assistance is requested/g.anted, thlough any

medium, inciuding bui not limited to verbat, print, electronic, for soliciting donations tor Koshika Foundation and/or disseminating information about its

aclivities/achieve;enb. Such use of my photo & details can be mada by Koshika Foundation betore or after my treatment or futfilmenl ol the 'purpose"

for which assistance is being requested.

2) I (Apglicant) turther agree that any such use of my name, address, photo & details o, the 'purpose', for which such assistance is requested/granted,

witt noi aulomatca y ent e me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be llnal and accoptable to me.
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By aflixrng hereunder, signature of our Authorised Signatory for reclmmending thas case/palient for financial assistance from Koshika Foundation, we

(Hospital) hereby afllrm & accept lollowing:
iyitrlt wi neitnJr are presently nor will inJuture avail oI financial assistance lrom another NGO or any other source, for the same patienucase, as we are

,Jqreiting to get frorn foshik; Foundation. to the extent that such assistanc€ is g.anted by Koshika Foundation lfthe requested assistance is not granted

U-y Xoifrifi" io"una"tion, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This

c6nfiimation essentiatty states thal the Hospital will not avail any duplicatB assistance lor the same patienucase f"om any ofher NGO or any oth€r source.

ijine issistance trom Koshika Foundation is only financial in ;ature. The choice of the treatmenuprocrdure advised/conducted by the Hospital on the

plti"|.rt, is t"i"o on tt 
" 

anangement between th;patient & th€ Hospital, and is in no way innuenc€d by Koshika foundation. Hence, th6 Hospitalwill
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resinsibitity of the treatment & it's outcome & salety ol tho patient, and Koshika Foundation witl have no role or responsibility
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