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OECLARATIO by APPLICANT: era(6 fl slsln Yr:

1) I hereby con,im lhat alldetajls in tl s Form are True to the best of my kno,/rledge. Any false slatement willrender myApplication & ongoing assistance, ilany,

liable for rejection/can6llation.
Zli roi"r"fy-l"nf,- tir"i assislanc,e, if received {rom Koshika Foundation, willbe used only for the'purpose'. as stat€d in this Form. for which such assistance

was requested by me.
iiiiJit-ji-iirf.iri ti"t I have not & wifl not in future, avaitof reimbuEement, in part or in full, from any olher source/employer/insurance clmpany, of lhe amount

forwhich this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I

use/publish/pufupheproduce my name, address, photo & detai

medium, including but not limited to verbal, print, electronic, for

activities/achievements. Such use of my photo & details can be

{Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

ls of the 'purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about lt's

made bi Koshik? Foundation belore or after my treatment or fulfilment ofthe "purpos€'

for which assistance is being requested.

2l I (Appticant) further agreJ that any such use of my name, address. photo & details ol the'purpose', lor which such assislance is requested/granted'

jtt noi automaticatty eniille me for receiving or continuing the said assistance. The decision for grantidg and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and thek decision is this regard will be linal and acceptable to me'
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundalion we

(Hospital t hereby afirm & accept following
ny olher source, ,or the same patisnl,/case, as we are

Foundation. lf the requested asststance is not granled1) that we neither are p.esently nor will in future avail of financial assistance from another NGO or a

request ing to get from Koshika Foundation. to the extent that such assistance is granted by Koshika

by Kosh ik; Foundation, in part or in lull. lhen the Hospital reserves it's right to maks up the shortfall from another NGO or any other source This

confirmatio n essentially states that the Hospital will not avail any dupticate assistance for the samo patienUcase from any other NGO or any othsr source

2l The assistance lrom Koshika Foundation is only financial in nature. The choice of the treatmenuproced ure advised/conducted by the Hospilal on the

pati6nl, is based on the arrangement betwoBn the patient & the Hosp ital, and is in no way influenced bY Koshika Foundation. Hencs, the Hospital will

assume sole & complete responsibility of the treatment & it s oulcome & safety of the patient, €nd Koshika Foundation will have no role or responsibility

in the matter.
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