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DECLARATION byAPPLICAI{T: lcrt(fi ERI qiqo vd:

1) I hereby confirm that alldetails in this Form are True to the best of my knowledge, Any false stalement willrender my Application & ongoing assistance, if any,

liable for reiection/cancellation

a l".li""."liv"ilii#,ft1""""Li"n"". ir ,"."ir"a trom Koshika Foundation, will be used only for the "purposo" as stated in this Fonn' for which such assistance

was requested bY me

3) I hereby confirm that I have not & will not in future, availof reimbursement, in part or in full. from any other source/employer/insurance clmpany' of the amount

for which this assistance is requested
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1) By affixing my signature or thumb impression on this Form' I

use/publish/put-r-rp/reproduce my name, address, photo & detail

medium, including but not l,mited to verbal, print, electronic' for

aclivities/achievements. Such use of my photo & details can bo

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
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;oli"il;gi;;t.n" 1", Koshika Foundation and/or disseminating information about it's

,"i" u"y i"ti*, r"r"dalion before or after my treatment or fulfilment of lhe 'purpose"

for which assistance is being requested.

2)l(Applicant)fudhelagreethatanysuchuseo'myname'address.photo&detailsolthe.purpose",forwhichsuchassistanceisrequested/granted,
will not automatically entitle me for receiving or continuing the said assistance' The decision ior granting and/or continuing the assistance will rest solely

*itr, rtr" i.rtu"" or'roshika Foundation, a;d their decision is this regard wiil be final and acceptable to me'
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By afilxing hereunder, signature of our Authorised Signatory for rocommending this case/patient for financialassistance from Koshika Foundation' we

(Hospital) herebY affirm & accePt following
financial assistance from another NGO or any other source, for the same Pa lient/case, as we are

1 ) that we neither
that such assistance is g ranted by Koshika Foundation. lf the requested assistance is not granted

requesting to get
dation, in part or in full. then the Hospital reserves it's right to ma ke up the shortlall from another NGO or any other source This

by Koshika Foun
italwill not avail any duplicate assistance for the sam€ Pati enucase from any other NGO or any other source

con frmarion essenlially states thal the Hosp

2l The assistance from Koshika Foundation is onlY flnancial in nature. The choice of the treatmenup rocedure advised/cond ucted by lhe Hospital on the

palient, is based on the arEngem€nt between the patient & the Hospital, and is in no way influanced by Koshika Foundation Hence, the Hospital wil!

assume sole & complete responsibility of the treatment & it's outcome & satety ol the patient. and Koshika Foundation wil! havo no role or rgsponsibility
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in the matter.
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