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OECLARAION by APP|ICAilT: qri(6 m dqqr yr:

1) I heGby cofllim that alldehils in lhis Form are True to the best of my knMedge. Ary false statement will render my Application & ongoing assislance, i, an,
liable for rejectiorvcancellation.

2) I sol€mnly isnfirm that assistanc€, il roceiv€d hom Koshika Foundation, will be used only for the 'purpose', as stated in this Form. for which such assistance

was rcquested by rn€.
Oiif,"iUf"-fri, ffra I have not & willnot in future, availof reimbursoment. in part or in tull. from any other source/employer/insurance clmpany, of tho a

for whlch this assistancs is requested.
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SIGNATURE of TRUSTEE I
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1)By afiixing my signature or lhumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtish./put-up/reproduce my name. addrcss, photo & details of lhe 'purpose". for which such assistance is requested/granted, through any

medium, inciuoing but not limite; to verbal, print, eloctronic, for soliciting donations for Koshika Foundation and/or disseminating inrormation about it's

activiteJachiovements. Such use of my photo & details can be made b, Koshika Foundation betore or after my treatment or fumlmenl of the 'purpose'

for which assistance is being requesled.

2) t (Appticant) further agree that any such use of my name, address, photo & details otthe'purpose', for which such assistance is requestsd/granted,

win noi automiticatty eniiue me for receiving or conti'nuing the said assistanc€. The decision lor granting and/or continuing the assistance will rest solely

with lhe Trustees of Koshika Foundation, and th6ir dgcision is this regard will be final and acceptable to me.
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'elfirqr' qd{ Bst qfi$s} 6I FFiq 3{t q a+r sI!21610 d'nt

By affixing hereunde( signature of ourAuthorised Signatory for reclmmending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept lollowing
1)that we neither are presently nor will in futu re avail of financial assistance from another NGO or any other source. for the same palient/case, as we are

requesting to get from Koshika Foundalion, to the extent that such assistance is granted by Koshika Foundatio n. ll the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortlall ftom another NGO or any other source. This

confirmation essentially states that the Hospitalwill not avail any duplicata ass istance for the same patienucase hom any oth€r NGO or any other source

2) The assistance from Koshika Foundation is only llnancial in nature The choice of the treatmenVproc€d ure advised/conducted by the Hospital on the

patient, is based on the afiangement betwoen lho patient & th€ Hospital. and is in no way inf,uen ced by Koshika Foundation. H€nce, ths Hospital will

assume sole & complote responsibility of the treatment & it's outcome & salety of th€ patient. 8nd Koshika Found ation will have no rcle or responsibility

in the matter.
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