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DECLARATION by APPLrcANT: qd(5 !m s}cql cx:

1) I hereby contirm hat alldetails in lhis Form are True to the best of my knowledge. Any blse statement rvill render my Applicatior & oflgoing assistance, if any.

liable for rejectiorvcancsllation.
2) I solemnly confim that assistance, ir r€ceived hom Koshika Foundation, will be used only for th€ "purPoso'. as statd in tris Fom Ior whidl such ssgiEtanc€

was ested amountrequ by ofurance pany,source/dother mployer/insfromor in anyfull,re rermbursement, partnot lututhat ha notconfirm3 hereby
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'1) By affaxing my signature or thumb impression on this Form' I

use/publash/pul-upkeproduce my name, address, photo & detai

medium, including but not limited to verbal, print, electronic, for

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

(Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

ts oitt'e 'pu,pose;, fol' rnhich such assistance is requested/granted' through any

"o]r,i"gioi"ti-t 
lot Koshika Foundation and/or disseminating information about it s

iri" ui k""r,it" r*"dation belore or after my treatment or tutlilment ofthe'purpose'

for which assistanc€ is being requested.

2) I (Applicant) further ag.ee that any such use of my name, address. pholo & details olthe "purpose'' lor whic'r such assistance is requested/granted'

will not automatically entite me for receivinl-o'r titinring tr" a"io 
""iistanc€. 

The decision ior granting and/or continuing the assistianc€ will rest solely

with the Trustees of Koshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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By affixing hereunder, signature of our Authorised Signatory for reclmmending this case/patrent for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm E accept following
1) that we neither are Pre sently nor will in future ava il of financial assistance from another NGO or any other source, ,or the same patienucase, as we are

requesting to get from Koshika Foundation. to the extent that such assistance as I ranted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves its right to make uP tho shortfall from anothe r NGO or any other sourc€ This

confirmation essentiallY states that the Hospital will not avail any duplicate assistance for the same patignucas€ from any other NGO or any othor source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenvprocedure advised/con ducted by the Hospital on the

patient, is based on lhe arrangement between the Pa tient & the Hospital. and is in no way inf,usnced by Koshika Foundation Hsnce, the Hospital will

assume sole & compiete respon sibility of the treatment & it s outcome & salety ot the Patient. and Koshika Foundation will have no role or responsibility
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