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DECLARATIOT{ by APPLICANT: 3r}(6 !I{I qiqqr !-{:

1) I hereby con,irm lhat alldelails in lhis Form are True to the best of my knowledge. Any false statement will render my Applicalion & ongoing assistan@, if any,
liable for rBjectixrcancellation.

2) I solernnly aonfirm lhat assistaDc€. if rEc?ived from Koshika Foundation, will be used only for the "purpose', as stated in this Form, for which such assistance

was .equested by me.
3) I her;by corfinn that I have not & will not in future. avail of roimbursement, in part or in tull, ftom any other source/employer/insurance company, of tho arnou

for whkh lhis assistance is requested-
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By afllxang he.eunder, signature of ourAuthorised Signatory lor reclmmending this case/palient for financial assistance from Koshika Foundation, we

(Hospital) hereby afflrm & accept lollowing:
ilthat we nenher are presently nor will inluture avail ol financial assistance from another NGO or 9ny othsr source, for the same patienvcase, as we are

rdqutsting to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

Uy ioitrlfa fo"unOation, in part or in full, then the Hospital reserves il's right to maks up the shortfall hom anoth€r NGO or any other source. This

6nfirmation essentialll, st;tes that the Hospital will not avail any dupticste assistanca for th€ sam€ patient/case from any oth€r NGO or any oth6l source.

alfne aisistance troniKoshika Foundatio; is only financial in nature. The choice of the treatmenup.ocedlre advised/clnducted by the Hospitalon lhe

oatient, is based on the a angoment b€twgon th€. patient & the Hospital, and is in no way inf,u€ncsd by Koshika Foundation Hence, tho HospitaltYill

liir.u ioi" C *rpr"te resp;nsibility of tho troatment & it's outcome & safoty ofthe peti€nt, and Koshika Foundation will have no role or responsibility

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation 3nd il's Trustees lo

use/pubtisrulut-up/ieproduce my name, add.ess, photo & details of the 'purpose", for which such assistanca is requested/g.anted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations Ior Koshika Foundalion and/or disseminating information about ifs

activities/achieve;enls. Such use of my photo & details can be made by Koshika Foundation belore or after my treatmenl or fumlment ofthe'purpos€'

for which assistance is being requested.

2) I (Applicanl) further agreithat any such use ol my name, address, photo & details oI the'purpose', lor whic*r such assistance is requested/granted,

*itt noi automitcalty entitle me for receiving or continuing the said assistance- The decision for granting and/or conlinuing the sssistance will rest solely

with the Trustees of Koshika Foundation. and lheir decision is this regard will be linal and acceptable to m9.
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