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DECLA,IATIO by APPLrANT: qI*6 d{ qiqrql rx:
'l) I hereby mnfirm hat all details in this Fom are Truo to the besl of my knowledge. Any false statement will render my Applft;ation & ongoing assislance, I any,

liable for Ej€cliorvcancelhtion.
2) I sohrnnly cofifirm that ssCsbnce, il recsived from Koshika Foundaton, trill bo ug€d only tor th€ 'pu.pose', as sbted ln this Form. br whk$ sudl alsi€lanca

vt€s r€qu€eted by me.
3) I hgreby coofiin hat I have not & will not in future, avail of reimburs€ment, in part or in full, from any other source/omployer/insuranc€ comp6ny, ol lhs arnount

lor rvhich $is assigbnco is requested.
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i) By alfixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorisE Koshika Foundation 8nd it's Truste€s to

use/publish/put-upheproduce my name. address, photo & details of the 'purpos€', for whlc*l such asslstanc€ is requested/granted, through any

medium, inciuding but not timited to verbal, print, electronic, for soliciting donatlons tor Koshika Foundation and/or dlsseminating lnformauon about it's

aciivities/achi€ve;ents. Such use of my photo & details can be made by Koshika Foundation belore or after my treat nent or fumlment olthe'purposg'

tor whlch assistance is being requested.

2) I (Appticant) tudher agrC that any such use ot my name, address, photo & delails ol the'purpos€', lor whicfi such essistance is requosled/gr8nted,

witt noi automalica y entiUe me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistancs will rest 8ololy

wilh lhe Truslees of Koshika Foundation, and their docislon ls this regard will be linal and acc€ptabl€ to me.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation. wa

(Hospital) hereby afiirm & accept following:
ii ifrlt *i n"iG, ,," presently nor will in-future avail of financial assistance f.om anothe. NGO or any othor source, lor tho samo palignucass, as w€ arc 

.

reouestino to aet from Koshika Foundatlon, to the extent that such assisiance is grantod by Koshika Foundation. lfthe requostsd assistBnc€ is not granted

uv'ii!iiii""i""rria"tii",'in p"pt oiin rurr. irtin the Hospital reserves it's right to m;k€ up the shortfall from another NGO or any olh6r source. Thls

cinfirmation essentially st;tes that the Hospital will not avail any duplha[€ assiglanc€ for ths same patient/c€se frcm any oth€r NGO or 8ny otrst sour'3.

iiifr" ,toit"n"" t ori Koshika Foundatio; is only financial in nature The cholc€ of the treatmenuprocedlre advised/conducted by th€ Hospital on lhe

plti"r*, is G""O on Ur" arrangement between th;patient & the Hospital, and is in no way infruenced by Koshika Foundalion. H€ncs. Ste Hospilalwlll.

i".uri ior" C *rpf"te res$nsibitity of the treat;ent & its outcome & ssfety ofthe pati6nt, 8nd Koshika Foundation will havo no role or .espoosibllity
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