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DECLAnATIO by APPLICANT: iil,kr EtI EivqM:
1 ) I hereby confirm that all details in this Fom are True to the besl of my knowledge Any talse slatement will tender my Application & ongoing assistance' if any'

liable for rejection/cancellalion.
2) I sohmnly coflfim that assistance, af rec€ived t om Koshika Foundstion, will b€ used only lor th6 "purPoss'. 8s sbtEd in this Form. h( whici such assislanc€

was requested by me.
Siiiiili--niri, uia I have not & will not in future, avait of reimburs€m€nt, in part or in t ll, from any other sourcs/employot/insurance compony' ol ths a

for which lhis assistance is requested.
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presenily nor will iniuture avail of financial assistance from anothor NGo or any othe. source. for the same patient/case, as we are

,dqreiting to get fror'Xosnita founaation, io ttre eitent tfrat such assistance is granted by Koshika Foundation. tflhe requested assistance is not granted

o-v'ioii]iil ioi,no"tion, in part or in tul. the;tt" Hoipit"ir"""."" it's right to m;ke up th; shortfall from anolher NGo or any other source This
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jny orpticaie assistanceior the same patienucsse from any oth€r NGO or any other source'

ii ir," i""i.t"""" t-.i Kostrit<a Foundatioriii oniy nnr*irr in ,iar. rne choice of the treatmenuproc€dure advised/conducted by th€ Hospital on the

latient, is based on the arrangement between the'patient E the Hosp{al, and rs in no way rnfluenced by Koshika Foundalion. Hence. the Hospital will

assume sote & complete responsrbrtrty ot ttii tr""t,i""ia iitout*ni, & safety of the padent, and Koshika Foundation will have no role or rssponsibilily

1) By afiiring my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address. photo & detail

medium, including bul not limited lo verbal, print, electronic, for

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

for which assistance is being requested.

2) | (Appticant) further agreJthat any such use of my name, address, photo & detalls ofthe'purpose', lor which such assistance is requ€sted/grant€d'

will not automalicallyentiUe me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assist'ance will resl solsly

with the Trostees of Koshika Foundation, and their d€cision is this rggard will be final and acceptable to me.
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By aflixing hereunder, signature of our Authorised signatory for recommending lhis casei patient for financial assistance from Koshika Foundation, we

in the matter.
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(Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to

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

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

made b-y Koshika Foundation before or after my treatment or fumlment ot the 'purpose"
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