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DECLARATIOT{ by APPLIGANT: iaT*<qi !m siqln yii
1) I hereby conlirm that all details in this Form are True to the best of my knMedge. Any hls€ statement will render my Applicalion & ongoing assistance, if any,

lEblo for r€jecliodcancollaUon.
2) I solgmnly bnfirm hst assistance, il received fiom Koshika Foundation, will be used only tor the'purpose', as stated in this Fom, lor which suct assistance

was requestd by rle.
3) I hor;by conliin that I have not & will not in future. avail of reimbursom€nt, in pad or in full, fr1]m any oth6r source/employer/insuGnce company. of the amount

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

use/publish[ut-up/ieproduce my name, address, photo & details of the 'puIpose', fo. which such assistance is r€quested/g.anted, through any

med;um, incjuding but not limited to verbal, print, elect onic, fof soliciting donations tor Koshiks Foundation and/or disseminating inrormatiofl about it's

activities/achievoments. Such use of my photo & details can be mad6 by Koshika Foundation beroro or after my treatrnent or futfilment ot lhe 'putpose'

for which assistance is boing requested.

2) I (Applicant) furlher agree that any such use ol my name, address. photo & details ofth€'purpose', lor wllich such assistance is requested/granted,

witt noi automaticatty entile me for receiving or continuing the said assistance. The decislon lor granling and/or continuing the assistance will r€st solely

with the Trusteos of Koshika Foundation, and their decision is this rsgard will bo final and accoptablo lo me.
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By afllring her€under, signature of our Authoised Signatory for reclmmending this case/patient for linancial assistance from Koshika Foundation. we

(Hospital) hereby affirm & accept lollowing:
iyttrit wi neitner are presently nor will inlutu.e avail ol financial assistance frcm another NGO or any other source, for the samo patiohvcase, as we are

rdquesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Uy-ioilif"" fo-unA"tion. in part or in full, th6n the Hospital reserves il's right to make up the shortfall from another NGO or any olher source. Thls

;nfirmation essontially states that ths Hospltal wlll not avail any duplicste asslstanca tor lhs sam€ psti€nucasg Irom any othsr NGO or any ottl€r source.

2) The assistanc! from Koshika Foundation is only financial in nature. Th€ choice ol the lreatmenupaoccdure advised/conducted by the Hospital on the

p;fient, is basad on the arrangem€nt b€tw66n lho patienl & the Hospilal, and is in no way inf,uencsd by Ko6hika Foundation. Honc6, tho Ho8pitalwill

assune sole I @mplete resinsibility of the treathent & lt s outcomg & satety ol ths patient, and Koshika Foundation will have no role or .osponsibility

in lho maner.
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