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DECLARATTO by APPLEAT{T: tql6 Ertr qlCql yr:

1) I hereby confrm het all details in this Form are True to the besl o, my knowledge. Any false statement wlll render my Application & ongoing assiatance, if any,

liable br l6jeclion/cancEllalion.
2) I sohmnry ;rnfirm that assistanc€, if r€cEived from Koshika Foundation, will be ussd only for th6 'purposs', as stat€d in this Form. hr which such assistance

was requ€stod bY me.
Sft nerily contirm ttrat I have nol & will not in fulure, avail of reimbursement, in part or in full, hom any other sourc€,/omployer/insurance compgny. olole anpunt

for which this assistancs is requost€d.
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qrfr ERrfi t

By afiixing hereunder. signature of our Authorised Signatory fo. recommending this cas€/pationt lor tinancial assistanc€ from Koshika Foundation' vro

(Hospilal) hereby afiirm & accept following:
i;ttrat we neitndr are presently nor will in future avail of financial aasistanc€ frcrn anothor NGO o. any other sourcs, for the same patient/case, as we are

rdquesting to get lrom Koshik; Foundation, to the extent that such assistance is g6ntod by Koshika Foundation, lflhe requ€sted assislanc€ is not granted

bykoshik; Fo-undation. in parl or in full, thgn the Hospital res€rves il s right to make up lhe shortfall hom anothg. NGO or any oth.r source. This

confirmation essentially sdtss that tho Hospitalwill nol avsil any duplicate assistanco for ths same patlonucasg lrom any othsr NGO or any othsr sourco

2) The assistance from Koshika Foundation is only financial in natu.e. The choice of the treatmenuprocedlre advised/conducted by the Hospital on the

lltient. ii UaseO on tne arang6m€nt b€tw€€n the pati€nt & lh€ Hospital. and is in no way infruoncod by Koshika Foundalion. Honca, tho Hoepitral will

liir.i soie a co-pf"te rosinsibility of the treat nent & it's outcome & satety ot lho patient. 8nd Koshika Foundation rvill havo no role or responsibllity

1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & guthoris€ Koshika Foundation and it's Trustees to

use/pubtisn[ut-uplieproduce my name, address. photo & details of the 'purpose', for which such assistsnce is requesledgrantod, through any

medium, inciuding buf not limited to verbat, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating infomation about it's

activlties/achievements. Such use ot my photo & details can be made by Koshika Foundation belore or aner my treatment or fulfilmenl ol the 'purpgs€'

for whlch assistance is being request€d.

2) I (Applicsnt) fudher agrei that any such use of my name, addre6s, photo & dolails ofth€'purpose', tor which suct asslstanca is requested/granted,

witt noi automaticatty entitle me for recelving or conlinuing the said assistance. The declslon for granting and/or continulng the assis|ancs will resl solely

with the Trustoes of Koshika Foundation, and thsir dgcision is this regard will be flnal and acceptable to me.
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