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DECLARATION byAPPLlcAtlT: iri(6 Em dq!|I vd:

1 ) I hereby confinn lhat all details in this Form are True to tho besl of my knolNledge. Any fals€ statement wlll rqnder my Appllcation & ongoing assislance, It anl
liable for rejectiory'can@llation.

2) I solemnly confirm that assistance. if receiv€d from Koshika Foundation, will be used only for the 'purpose', as stated in thls Fom, for whidl sudl a$btEnce
was requested by me.
3) I hereby confrm that I have not & will not in future, avail of reimbuGement, in Oart or in full, f.om any other source/employer/insurance company, of lhe amoun

to. which this assistance is requested.
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,,GREEITENT by APPLICANT (3n+(d {r Efi)
i ) By affixing my signature or thumb impression on this Form. I rAppllcant) hereby agree & authorise Koshika Foundalion and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose", lor which suc-h assistance is requqst€d/granted. through any

mediuFt, iFcluding but not limiled to verbal, print. etectronic, for soliciting donations for Koshika Foundatjon and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation befo.e o. after my treatment or fulfilment of the 'purposg"

for which assistanc€ is being requested.
2) I (Applicant) turther agree that any such use of my name, address. photo & details of the 'purpose', for which such assistrance is r€questgd/grantod,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the asslstanca will rBst solBly

with the Trustees of Koshika Foundation, and their decision is this regard will be ,lnal and acc€ptable to mo
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation we

(Hospital) hereby affirm & accept followingl
i1 thit we neither are presentlynor will inluture avail of financial assistance lrom another NGO or any other source, for lh€ same paliont/case, 8s ws aro

requesting to get from Koshiki Foundation, to the extent thal such assistance is granted by Koshika Foundation. If the requested assistance is not granted

by koshik; F;undation, in part or in full. then the Hospital reserves it's right to make up the shortfall from another NGO or any olher source. Thls

c;nfirmation €ssentially states that the Hospital will not avail any duplicate ssslstancs for th€ sams patienucas€ from any oth€r NGO or any other source

2) The assistance from Koshika Foundation is oniy financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospitral on thE

p;tient, is basod on the anangement betw€en the patient & the Hospital, and is in no way inf,uonced by Koshika foundation. Hsncs, the Hospitalwill
assume sole & complete responsibility of the treatment & it's outcome & safety ofthe patient, and Koshika Foundation will have no rols ot rgspgnsibility

in the matter.
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