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DECtARATtOil by APPLICANT: r4fa$ Em sisqr cX:

1)lhereby Confirm bat alldetails in this Form are True to lhe besl ofmy kno,xledge. Any talse statement , ,ill render my Application & ongoing assislan@, if any,

liable for lejoclbn/canc8llati'tn.
Zt isofemnfiionnrm tfrat a$sistanc€, if received lrom Koshika Foundation, will be used only for the "purpose'. as stated in this Form for which such assistance

was requested by me.
JiitiJiUiii,"friri t a thave not & wi not in future, avail of reimbursement, in part or in full, from any olher source/employer/insuran@ clmpanv, of the amount

for which his assistanc6 is requesled.
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'l) By affixing my signat!re or thumb impression on this Form, I

use/publishi put-up/reproduce my name, address photo & detail

medium, including but not limited to verbal, print, electronic, lor

activities/achievements. Such use ol my pholo & details can b€

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

s of the 'purpose', for which such assistance is requested/granted, through any

soliciling donations lor Koshika Foundation and/or disseminating information about it's

made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose"

for which assistance is being requested.

2l I (Ap;licant) turther agree-thai any such use of my name, address. photo & details of the 'purpose", for which such assistance is requested/granted'

wilt nol automaticaily entiue me for receivin! or cont;uing the said assistance. The decision for gGnting and/or continuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation, and thgir decision is this regard will be final and acceptable to me'
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshlka Foundation' we

(Hospital ,hereby alfirm & accePt lollowingl
1)that we neither are presently nor will in futurc avail of financial assistance fiom another NGO or any other source, for the same patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assislance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, lhen the Hospital reserves it's right to make up the shortfall from another NGo or any other source. This

confirmat on essentially states that the Hospita I will not avail any duplicate assistance lor the samo patient/case from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenu proc€dure advised/con ducted by the Hospital on the

patient. is based on ths arrangement betwoen the patieflt & the Hospital, and is in no way inlluenc€d by Koshika Foundation Hence, the Hospital wil!

assume sole & comptete responsibility of the treatment & it's outcome & salety of the palisnt. and Koshika Foundation wil! have no role or responsibility

in the matter.
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