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DECLARATToN by AppLtCAltT qr+({' !m dqqr Td:

1) I hereby confirm that all dgtails in lhis Form are True to lhe best of my kno4,ledge. Any fals€ statement will rendor my Appllcation & ongoing assislance, if any,

liable for rejectiorvcancellalion.
2) I solemnly ionfrm frat assistance, if rec€ived lrom Koshika Foundation, willbe used only for the 'purpose'. as stated in this Form, for whlcit such assistance

was requested by me.
3it nereby confirm tna t have not & wi not in future. availof reimbursement, in part or in full, from any other source/employer/insurance company' ofthe amount

for which ihis assrstance rs requesled
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1)By aflixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundatlon and it's Truste€s to

use/pubtist put-up/ieproduce my name, address, photo & details of the 'purpose', for which such assistance ls requested/granted, through any

metium, inciuding but not limited to verbat, print, electronic, for soliciting donations for Koshika Foundalion and/or disseminating inlotmation about it's

activities/achievements. Such use of my pholo & details can be made by Koshika Foundation before or afts my lreatment or fulfilment ol lhe "purpos€"

for which assistance is beihg requested.

2) I (Appticant) further agree that any such use of my name, address, pholo & details of the "purpose', for which such assistiance is requestod/granted'
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me for rlceiving or continuing the said assistance. The decision for g.anling and/or continulng the assistsnca will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be finsl and accsptablg to ms.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance f.om Koshika Foundation. we

{Hospilat) hereby aflirm & accept following:
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presen{y nor witl injuture avait of financial assistance from anoth€r NGo or any other sourc€, for the same patienvcasE, as we are 
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rJqueiting ro get trorn foshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. lfthe requested assislance is not granted

oy'io"friil io"r"a"rion. in part or in fult. then the Hospital reserves it's right to mak€ up the shortfall trom another NGO or any other sourc€. Thls

c6nflrmation essentially st;tes that the Hospital will not avail any duplicaie assistanca lor the samg patienucase from any oth€r NGO or any othff source.

iyThe assistance from Koshika Foundatio; is only financial in nature. The choice ofthe treatmenuprocedlre advised/conduct€d by the Hospitalon the

pltient. is based on lhe arangement between the patient & tho Hospital, and is in no rvay infiuenced by Koshika Foundation. HBncc, ths Hospitalwill
assume sole & complete resp;nsibility of the treatment & it's outcome & safety of the palient, and Koshika Foundation will have no role or responsibility

in lhe matter
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