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DECLARATIOI{ by APPLICANTT eI&<6 !m s}c!n yr:

l) I hereby conlirm 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/cancellalion.
2) lsolemnly ionltrm trat assistianc€, 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.
3) I hef;by cofllirm that I have not & will rlot in future, avail of reimbursement, in pad or in full, lrom any other source/employedinsurance company' ol the amount

tor which Ufs assistancs is requested.
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By affixing hereunder, signature of our Authorised Signatory for reclmmending this case/patient lor linancial assistance from Koshika Foundation. we

(Hospital) hereby affirm & accept lollowing:
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"r" 
presentlfnor will iniuture avail ol flnancial assistance from another NGO or any other source. for the same patienucase' as we are

r;questing to get lrom Koshika Foundation, to the extent that such assistance is gGnted by Koshika Foundation. lflhe requested assistance is not granted

iy-ioiiiif""io'unOation, in part or in full, then the Hospital reserves it's right to m;ke up the shortfallfrom another NGO or any other source This

c6nni."tion essentiaffy st;tes that th6 llospital will n;t avail any duplicais asslstancE lor the ssme patient/case from any other NGO or any othor sourc€.

iiftr" "Jiuno t ni Koshika Foundatio; is only financial in nature. The choice ol the reatmenuproc€dlre advGedi conducted by the Hospilal on the

pifient, i" Oi"ea on tt" arrangemgnt botween the pati€nt & ths Hospital. and is in no way influoncod by Koshika Foundation. H€ncs. tho Hospital will

lssume soe a comptete resinsibility of the treatment & it's outcome & salgty ol the patieni. 9nd Koshika Foundation will have no role or rgsponsibility

1)By affixing my signature or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtish/putup/reproduce my name, address, photo & details of the 'purpose", for which such assistance is requested/granted' through any

medium, inciuding bui not limited lo verbal, print, electronic, for soliciting donalions for Koshika Foundation and/or diss€minating informatlon about it's

activitjedachieve;ents. Such use ol my photo & details can be made by Koshika Foundation berore or after my treatment or fumlmenl ol lhe 'purpose'

lor which assistanc,e is being requested.

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

*itt noi autorati"atty enti[e me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistanca will rest solely

wilh the Trustees of Koshika Foundation, and their dscision is lhis regard will b6 final and acceptablg lo me.
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