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DECLARATIOI{ by APPL|CAi{T: qr+(6 fRr dslrr {{:
1) I hereby confirm thal all delails in this Form are True to lhe best ot my knowledge. Any false stat€ment wjll render my Appllcation & ongoing asslstance. if .ny,

liable lor rejection/canclllation.
2) I solemnly clnfirm that assistance, if rec€ived from Koshika Foundation, will be used only for the "purpose', as stat€d in thls Form. for whidl such asslstance
was requested by me.
3) I hereby confirm that I have nol & will not in future, availof reimbursement, in part or in full, from any other sourc€/employer/insurance cgmpany, orhe amount
for which lhrs assistance is requested
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I.GREEMENT by APPLICANT ( 3m sim)

't) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authoris€ Koshika Foundation and il's Ttustees to

use/oublish/put-up/reproduce my name. address, photo & details of the "purpose", for which such assistance is requEsted/granted, through any

medium, ancluding but not limited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activitierachievements. Such use of my photo & details can be made by Koshika Foundation before or afler my lr6atmsnt or fulfilment of the "purpose"

for which assistance is being requgsted.
2) I (Applicant) further agree that any such use ol my name, address, photo & details ot the 'purpose", for which such assistance is requested/gr8nt€d,

wi not automatically entitle me for receiving or conlinuing the said assistanc6. The decision for granting and/or continuing the sssistance wlll r€st solely

with the Trustees of Koshika Foundation, and their d€cision is this regard will be linal and accaptablo to me.
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By affixing hereunder, signature ol our Authorised Signatory for reclmmending lhis case/patient for financial assistance from Koshika Foundalon, we
(Hospilal) hereby atf,rm E accept following
il tnit we neither are presently nor will in luture avail of llnancial assistance hom another NGO or any othe. source, for the same patienucase, as we are

r;questing to get from Koshik, Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assislanct is not granted

by Koshik; Foundation, in part or in full, then the Hospital reserves it's right to mak8 up the shortfall from another NGO or any other source. Thls

c;nfirmation essentially sdtes that the Hospital will not avail any duplicate assistanc€ for th€ sama pati€nucass from gny other NGO or any other source.

2)The assistance from Koshika Foundation i9 only financial in nature. The choice ofthe t.eatmenuprocedure advised/conducted by the Hospitalon lhe
patienl, is based on the anangement betweon ths patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital will

assume sote & complete respansibility ol the treatment & it's outcome & sal€ty olthe palient, and Koshika Foundation will hsve no role or responsibilily

in the matter.
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