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DECLARAIIOT{ by APPLICAXT: qri<6 !m dcqr q{:

1) I hereby confirm that alldetails in this Form are True to the best of my knowledge. Any false statement willrender my Application & ongoing assistance, if any,

liablo for rsjectiory'cancellation.
2) I solemnly confrm hat assistance, if r€ceiv€d from Koshaka Foundation, willba usgd only for ths 'purposo'. as statsd in this Fom, lor lYhich sudl assistance

was requested by me.
3) I hs;by confi; that I have not & will not in future, availot r€imbursement, in pa.l or in tull, fiom any 0trl6r sourca/omploy€/insuEn@ @mpany. otho amount

for which this assistanca 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 Trusleos to

use/publish/put-up/reproduce my name, address, pholo & details of the "purpose , for which such assistance is requested/granted, through any

medium, including bul not limted to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dassemrnating information about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation belore or after my treatmenl or fumhent of the 'purpose"

for $,hich assistance is being requested.
2) I (Applicant) further agree that any such use of my name. address, photo & d€tails of the 'purpose', lor which such asslstanc€ is requ€stod/grantod,

witt noi automaticalty enti e me for receiving or continuiog thg said assistance. The decision for granting and/or continuing the assistanc€ will rest 8ol€ly

with lhe Trustees of Koshika Foundation, and thei. decision is this regard will be final and acc€ptable to me.
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By affrxing hereunder. signature of our Authorised Signatory for recommending this case/patient tor financial assistancs from Kchila Foundation, we

in the matter.
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(Hosprtal) hereby affirm I accept tollowing:
iii#i;; ;;ii#,;;; presentry nor wtrr in-tuture avail of financial assistance from another NGO or any other source, lor lhe same patienucase, as we are

rdfuesting to get from Koshik; Foundation. to the extent that such assistance is granted by Koshika Foundation. lflhe requ€sted assistancs is not grantsd

bv Koshika Foundation, in pan or in full, th;n the Hospital reserves it's right to n;ke up tha shortlall from anoth€r NGO or any othor sourcs. This
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rt ai tr'e irospitat wir not avait any duplicaie assistance for the same patienucase rrom anv other NGo or anv olher sour@'

ii itiJ Jii-fiti"* fr# [ostiL founoatioriis only financiat rn nature. The choice of the treatrn€nUprocedure advised/conducted by the HosPitalon the

pltient, is based on tne anange.ent bemeen itre'par;nt E the Hospital, and is in no way inf,uenced by Koshika Foundalion' Hence, the Hospitalwill

lirrri, ior" a *.pr"te rosp;nsibitity ol the treatment & it's outcome & safety of the patlent, and Koshika Foundation will have no role or responsibility
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