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DECLARATIOI by APPLICAITI qr+(6 Em shqr rr:
1 ) I hereby mnfim U|at all details in lhis Form are True to the best ol my knowledge. Any hlse statement will render my Application E ongoing aesistanco, if any,

2) I sol€mnly confrm that assbtanca, af received trom Koshika Foundation, will bg ussd only lor the "puDose', ss staied in thk Fom, lor whici sudr assislance

was requested ry me.
iiiiJi"ui-il-"ifi di"t I have not & wilt not in future, avail of reirnbuGcment, in part or in tull, from any oth6r so{rrce,/emplo}€tlinsuran@ @mpany, ol tho amount

for which lhrs assistance is requesled.
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"",ir,,i, "r" 
,r"senity-nor w,tt in-rrrture avail ol financial assistance from anolher NGo or any oth€r source. lor the same patient/case' as we are 

.

re.ruestino to oet from Kosnru rounoation, io tlhe extent lhat such assrstance is granted by Koshika Foundalion. lfthe requesled assistance ls nol granted

;'r"i;illi'";"Yr"#il;""fi;;; i"iiih;;tn" noipii"i,""ur"" it's nsht to mike up the shorttall lrom another NGo or anv other source. rhis

c6nnimarion essenriatty states rnat the xoJpitai"irl n6iar"ir ,n1, oupricaie assistanc€ior the same pati€nt/cas€ from any other NGo or any other source'

ii ir," i"oit"""" t|.o"i Koshika Foundatioriri onty financrat rn nature. The choice of the treatment/procedure advised/conducted by the Hospital on th€

patienl, rs based on rhe a,,anger.nt oer,reei ihJp"ii""i i it'" i""p,t"t, ina is in.no way innuoncod by Koshika Foundation Hence. lho Ho8pital will

liirme sote a co.ptete resp;nsrbrtrty of t;e treatment & it s outcome & safety of the palient. and Koshika Foundation will have no rolg or responsibilily

1) By afixing my signature or thumb impressaon on this Form, I

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

medium, includinq but not limited to verbal, print, electronic. for

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

for which assistance is being requested

zJ r (appri"ant) tunr,e, agree-thaiany s,tch use of my name, address, photo & details ol the "purpose", lor which such assistance is requested/grantad'

will not autgmaticafiy entitte me for receiving or cont;uing the said assistance. The decision for g.anting and/or continuing ihe assistance will rest solely

with the Trustees oI Koshika Foundation, and their decision is this regard will be linal and acceplable to me'
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By afiixing hereunder, srgnalure of our Authorised Signatory lor recommending this case/patient for financial assistance from Koshika Foundation, we

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

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

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

made bi Koshika Foundation before or after my treatment or fumlment ol the 'purpose"
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