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DECLARAIIOI{ by APPLICA}TT: qIT<6 B{ STqT ITT:

1) I hereby confrm lhal alldetails in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assislanc€, if any,

liabl€ for rejoclion/canellation.
2) I solemnly ;onfim that assistance, if rec€iv€d from Koshika Foundation. will b€ used only for the "purpose', as statsd in this Form, for whldr sudl asslstanc€

was rcquested by fie.
giiherALi*nn,in t at f have not & will not in future, avail of reimbursemsnt, in part or in tull, frorn any othff source/employernnsuranc€ company' ol tlo amdJnt

for whici this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Ttusteos to

use/puOtistrlput-uplieproduce my name. address, photo & details of lhe'purpose", for which such assistance is requesled/granted, through any

medium, including but not lihited to verbal, print, electronrc, for soliciting donations for Koshika Foundataon and/or disseminating information aboul ifs

activitios,/achieve;enfs. Such use of my photo & details can be made by Koshika Foundalion belore or aft€r my treattn€nt or fulfilmsnt ol tho 'purposa'

lorwhich assistance is being requested.

2) I (Applacant) further agree that any such use of my name. address, photo & details of the 'purpose', lor which such assistance is requestgd/grant€d,

wil not automatically enti[e me for receiving or continuing the said assistance, The d€cision lor granting and/or continuing the assistanc€ will roEt solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By , signature of our Authorised Signatory for recommending thls case/patienl lor financial assistanco from Koshika Foundation' wo

(Hospital) here by affirm & accept following
1)that we neither are presently nor will in luture avait of financial assistance from another NGo or any other source, for the same patienucaso, aa we are

requesting to get from Koshika Foundation, to the extenl that such assistanc€ is granted by Koshika Foundation. lf the requ€sted assislance is not gGnted

by Koshika Foundation. in part or in tull, then the Hospital reserves it's right to make up the shortlall from another NGO or any othsr sourq€. This

confirmation essentially states thal the Hospital will not avail any duplical€ assistance for the same patient/case from any other NGO or any other source

2l The assistance from Koshika Foundation is only financial in natu re. The choice of the treatanenuprocedure advised/conducied by the Hospital on the

patient, is based on the arrangement between the patient & the Hosp rtal, and is in no way innuenced by Koshika Foundation. Hence, the Hospital will

assu me sole & comolete responsibility of the treatment & it's outcome & safety ot the patienl, and Koshika Foundation will have no rol€ or responsibility

in the matter.
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