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DECI-ARAT|ON by APPLTCAT{T: qr+(6 a{ dqql r?:

1) I hereby mnfirm lhat all details in this Form are True to the best ot my knowledge. Any false statement will r€nder my Application & ongoing assistance. if any,

liable f or reiecliodcancellation.
zf iilii.-,,lr},-il-"]ii i-trrai"iitLn"u. ir ,e""rred ftam Koshika Foundation. will be used only for the 'purpose', as statsd in this Fom. tor whldr such asslstance

was requested by me

3) I hereby confirm that I have not & wilt not in future, avail of reimbursement, in part or in full, from any other source/emptoye/insurance @mpany, of lhe amount

for which this asststance is requested
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1) By afilxing my signature or thumb impression on this Form, I

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

medium, including but not iimiled to verbal, print, electronic, fol

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

iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

, oi tt'" 'prnpot";, f* *hich 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 aftq my treatmont or fullllmsnt of lhe 'purpose"

for which assistance is being r€quested.

2) I (Applicant) furthe. agree thal any such use of my name, addr€ss. photo & d€tails of the "purpose', for which such assistance is rgqusstgd/grant€d'

wil not automatically entitle me for receivint or coninuing the said assistanc€. The decision for granting and/or continuing the assistance wlll rest 3olgly

with the Trustees of Koshika Foundation, a;d their decision is thi! rogard will b€ final and acceptabls to ms'
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By affixing hereunder, signature of our Authorised Sig n'"tory fo, ,"*..urding this case/patient for financ'al assistance from Koshika Foundation' we

(Hospital) herebY affirm & accept following
1) that we neither are Presently nor will in future avail of rjnancial assistance from another NGo or any other source. for the same pationt/case, as we aro

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. ll the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospital reserves it's right to make up the shortfall from another NGo or any other source. This

conf irmation essentiallY slates that the HospitaI will not avail any dupticate assistance for the samg patienl/case lrom any other NGO or any other sourcs

2l The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenUprocedure advised/conducted by the Hospital on the

patient, is based on the arrangement betwaen the patient E the Hospital and is in no way inffuencsd bY Kosh ika Foundaiion. Hence, the Hospitalwill

assu me sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundalron will have no role or responsibility
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