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DECLARATION byAPPLICANT: .xri(6 ERr slcqr vr:
1) I hereby conllrm that all details an this Form are True lo lhe best of my knowledge. Any false stalement will render myApplication & ongoing assislance' if any,

Iiabie for rejection/cancellation.
2) I sotemnly ;onfrrm that assistance, if received trom Koshika Foundation, will be used only for the "purpose', as stated in this Form. for which sucfi assistance

was requested by me.
itir,efficonriim tr,at r have not & will not in luture, avail ol rermbursement. in part or in full, ftom any other sourco/employer,4nsurance company, of th€ amount
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1) By affixing my signalure or lhumb impression on this Form. I

use/publish/pulupreproduce my name, address. photo & detai

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

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

(Applicant) hereby agree & authorise Koshika Foundalion and it's Trustees lo

ls oilhe 'purposei, fo, *hich such assistance is requested/granted, through any

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

made b-y Koshika Foundation before or afler my treatment or lulfihent of the "purpose'

for which assistance is being requested.

2Jl (Applican0 fudher agree- thai any such use ol my name, address, photo & details ol the 'purpose', lor which such assistancl is requested/granted'

will not automatically entiue me for receiving or conlinuing the said assistance. The decision lor granling and/or continuing the assistanca lvill rest solely

with the Trustess of Koshika Foundation, and lheir decision is this r€gard will be final and acceptable to me.
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By affixing hereunder, signature of our Aulhorised Signatory for recommending this case/palient for financial assistance from Koshika Foundation' we

{Hos pitalthereby affirm E accept lollowing:
at we neilh€r are oresently nor will in fu ture avail of llnancial assistance from another NGO or any oth€r source, for the same patienucase' as we are

1) th
requesting to gel from Koshika Foundalion, to the extent lhat such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

Koshika Foundation, in part or in lull, then the Hospital reserves its right to make up the shortfall from another NGO or any olher source. This
by

2)
confi rmation essentially states that the Hospital will not avail any duplicate assistance for th6 same patienucase from any other NGO or any other source

The assistance from Koshika Foundation is on ly financial in nature. The choice of the treatmenUprocedure advised/cond ucted by the Hospital on lhe

in lhe matter.
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patient. is based on the arrangement between the patient & the Hospital, and is in no way influoncad by Koshika Foundation Hence, the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & salety oI the patient, and Koshika Foundation will have no rol€ or responsibility
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