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DECLARATTON by AppLtCANI: iir+(6 Em dsqr yi
1 ) I hereby con,irm thal all details in this Form are True to the best of my knowledge. Any false statement will render my Applicaton & ongoing asslstance, it any,

liable for rejectlon/cancellation.
2) I solemnly;onfirm that assistance. if received from Koshika Foundation. willbe used only for the'purpose', as stated in this Form, for whict 8uch assistance

was requested by me.
giihe;Oy cont;n fhat f have not & wi not in future, avail of reimbuGement, in part or in full, ftom any olher source/employer/insurance comp€ny, of he
for which this assistance is request€d.

l ) d qiqqr 6rdr { f6 vs yrsq i RA ,ra <S Elrq +0 qr6rt t ertsn re qc {fl tr qft ali kc{q qi 6q'{ q{a irlt q?r t n} +t sfic frw a1 ct s6ifr ll
2) tt Em d $r.rdr {ft "dftr6r $R-+{r', t d q {6 t,3s6I3c+'I3q1 3t{q qi fi + H trql srt'n, i rq lrlic { q( 

'rql *r

3) { Xft 6cd' t fo fqs {Errdt i-{ cr r1{.{ *1 d d, rr ffii sr cfrr6 qr {c.a &Rr Fnfl qq riiftf{+{6/*rt sn-{ t q d tdql t dn I f qfcq il tlt
,.G ENT by APPLICANT ( !I{r 6tr{)

1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/puttisWlut-uplieproduce my name, address, photo & details otthe'purpose', lor which such assistance is requgstsd/granted, ttlrough any

meoium, inctuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or afler my treatment or fulfilment otthe'purpos€"

for which assistance is being requested.

2) I (Applicant) Iurther agree that any such use of my name, address, photo & detailg ol the'purpose", for which such assistanCe is requssted/grantgd.

will noi automatically entitle rne for receiving or continuing the said assistance. The decision for granting and/or continuing th€ Ssslstanco will rest solely

with the Trustees ol Koshika Foundation, and thoir decision is this regard will be linal and acceptable to me.
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By aflixing hereunder signature of our Auihorised Signatory for recommending this case/patient for {inancial assistance from Koshika Foundation. we

(Hospital) hereby affirm E accepl followrng:
iiif it *6 n"iG, ,r" presenlly nor will in'future avail of financial assistance lrom another NGO or any other source, for the same pati€nt/case, as w€ are

rJquesting to gel from Koshik; Foundation, to the extent that such assislance is granted by Koshika Foundation. lflhe requested assistancs is not granted

iy'io"frifl Fo"unO"tion, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other sourcs This

c6ntrmition essentiatty sdtes that the Hospitalwill not avail any duplicaie assistancs forthe same patienucasg lrom any other NGO or any othar sourcg.

ijitre assisance froniKoshika Foundation is onty financial in nalure. The choice of the lreatmenuprocedure advised/co.ductEd by the Hospital on the

pltient, ii 0"""0 on tfr" arrangement between th;patient & the Hospilal, and is in no way influenced by Koshika Foundalion Hence, the Hospitalwill
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resp;nsibility of the treatment & il's outcom€ & salety of lhe pati€nt, and Koshika Foundation will havB no role or rosponsibility
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