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OECLARATION by APPIrcA T: qr+<6 ERr qiqllt crl
1 ) I hereby conlirm lhat all details in this Form are True to the best ot my knowledge. Any false statement will render my Applicatlon & ongoing assislance, if any,

liablo for rejocliJn,/canc6llalion.
2) I solemnry l!.rfim t|at assislance, if received from Koshika Foundation, will be used only fo. the 'purpose', as stated in this Form. for which such asslsian@

was requested by me.
afifrurlUy cont- ffra I have not & willnot in future, availof reimbursement. in part or in full, from any other source/employer/insuranca company, or lh€ amount

for which this assistance is requested.
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qd rem :
SIGI{ATURE ol TRUSTEE 1
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,l) By afliring 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 lhe 'purpose', for rvhich such assistance is .equested/granted, through any

medium, inciuding Uut not iimited to vorbal, print, electronic, for soliciting donations for Koshika Foundalion and/or dissominating into.mation about ifs

aclivities/achieve;ents. Such use ol my photo & details can be made by Koshika Foundalion beloro or after my treatrnenl or fulfilment of the 'purpose'

lor which assistance ls being requestgd.

2) I (Applicant) further agree that any such use of my name, address. photo & details of the 'purpose'. Ior which such assistance is requested/granted.

rJitt noi automaticatty entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and th6ir dscision is this rogard will b€ final and acceptable to me.
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By affixing hereunder, signature of ourAuthorised Signatory for.ecommending lhis case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept lollowing:
iiinlt *6 n",indr rr" presenflynor will iniuture avail of flnancial assistance from another NGO or an) other source. for the same patient/case, as we are 

.

#queifing to get fro. Xoshik; Foundation, to the extent that such assastance is granted by Koshika Foundation. lfthe requested assistance is not granted

U-v-ioif,ii'" fo"rnOrtion, in part or in full, then the Hospital reserves it's right to m;ke up the shortfall lrom another NGO or any othor source This

"6nn-aion 
essentiaffl, sdtes that ths Hospital will not avall any duplicaio assistanco for th€ same patienucas€ from any ofher NGO or any othsr source.

ijir,e i""iitance t o,ri Koshika Foundatio; is only financial in ;alure. Th6 choice of the treatmenuproc€dure advased/conducted by the Hospital oh the

oatient. is based on the arangemont betwoen th;patienl & the Hospital, and is in no way inf,uoncad by Koshika Foundation. Henca, the Hospilalwill

;;;;; il t;;;i"itreip'onsitirity ot ttre treatment & it's outcome & safety ofthe pationt, and Koshika Foundation will have no role or responsibilitv

in lhe matter.
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