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DECLARATIO byAPPLICAT{T: 3ni({' Em q}qqr qd:

1) I h€reby mnfirm that all details in this Form are True to the best ot my knowledge. Any talse stalement will Gnder my Applkation & ongoing asslstance, if any,

liable fo. rejectiorrcanGllation.
2) I solemnly ;onfirm hat assistance, if receiv€d from Koshika Foundation, will be used only for the 'purpose', as stated in this Form, lor whlch such assislanc€

was raquested by me.

Sif her;by cgnnrm tnaf f have not & will not in future, avail of reimbursement, in part or in full, ftom any other source/employer/insurance €gnpany, of lhe amount

for which ihis assistance is reauesled
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,,cREEirENT by APPLICANT ( 3n+(6 ERr 6m)

1) By amxing my signature or thumb impression on this Form. I rApplicant) h€reby agree & authorise Koshika Foundation and it's Ttusle€s to

use/pubtish/put-up/reproduce my name, address, photo & detaili of the 'purpose", for which such assistance is requested/granted, through any

medium, inciuding but not iimited to verbal, print, electronic, for solaciting donations fgr Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can b€ made by Koshika Foundation b€fore or aftEr my t.eatment or fulfilmsnt of the .purpose"

for which assistance is being requested

2) I (Applicant) lurther agree that any such use of my name, address, photo & details ol the'purpose", for which such assistance is requosled/granted'

wilt not automaticatty enii e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees ol Koshika Foundation, and their dgcision is this regard will be final and acceptable to mo.
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By affixing hereunder, srgnature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept following:
i)itrjt w6 neittrJr are presently nor will in-future avail of llnancial assistance fiom another NGO or any othgr sourc€. for th8 same patienucasg, as w€ are

rdquestin! to get from'foshiki Fcundation, to the extent lhat such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

O-y-io"Hfi fo-rna"tion, in part or in full, then the Hospital reserves it's right to m;k€ up the shortfall from anoth€r NGO or ary olher sourc€. Thls

c6nfiimation essentialy st;tes that the Hospital will not avail any duplicsi€ assistanco for th€ same patienucsse from any other NGO or any ohor sourca,

iiit e asJat"n"" fro,ri Koshika Foundation is only financial in nalure. The choice of the treatmenuprocsdure advised/corduct€d by the Hospital on lhe

;;tie;t, i; based on the anangement bstw€en th;patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hencs' the Hospitalwlll

assume sole & complete resp6nsibility of the troatment & it's outcome & satoty of the patient, and Koshika Foundation will have no role or rgsponsibility

in the matter.
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