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DECLARAT|oI{ by AppUcAttI: qri(6 gRr siqqr !-r:
1) I hereby confrm that all details in this Form are True to the best of my knowiedge. Any false statement wlll r€ndsr my Application & ongoing asslstanc€, it any,

liable for rejecliory'cancellalion.
2) I sotemnly ;nfirm that assislance, if received ftom Koshika Foundation, will be used only for the 'purpose', as stated in this Fonn, for which such assistance

was requested by me.
fiineriOy connrm tnaf I have not & will not in future, avail of reimbursement, in part or in lull, from any other source/employer/insurance company, of the amount

for which ih,s assistance rs requested
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

usetpuOtistrlput-uplieproduce my name, address, photo & details of the'purpose', for which such assistance is requesled/granted, through any

meoium, inctuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling information about it's

activities/achieve;ents. Such use ol my photo & details can be made by Koshika Foundation before or aftff my keatment or futfilment of the "purpose"

for which assistance is being requested-

2) I (Applicant) further agree that any such use of my name, address. photo & details of the 'purpose". for which such assistance is r€quested/granted,

witt not automaticalty eniille me for .eceiving or continuing the said assistance. The decision for granting and/or continuing the assislance lvill rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be llnal and accepiabls to mo.
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By affixing hereunder, signature of our Authorised Signatory for .ecommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirrn & accept followingi
iiifiii*-,l ""itn;,i," 

presenity noiwitt in"tuture avail of financial assistance from another NGO or any other sourc€. for the sam€ patienvcase, as we are

r;qu;sfing to get hom'Kosnilj Foundation, to the extent that such assislance is granted by Koshika Foundation. lflhe requested assislance is not granted

Lii"iiiiil i,i*a"ii"r, in part or in full, then the Hospitat reserves it's right to m;ke up the shortfall from another NGo or ary other sour@. This

c6nfiimation eisentiaffv sdtes that the Hospital $,ill not avail any duplicale assistance for the same patiexucase from any other NGO or any other source'

iiir," 
"is"r"n." 

troni roshika Foundatioriis onty fininciat in nature. The choice of the treatmenuprocedJre advised/cuductred by the Hospital on the

oatient. is based on the ananqement Oetween ihipatient Ei lhe Hospital, and rs in no way influenced by Koshika Foundalion Henc€. the Hospitalwill

il;;; ;; i;;i"i" ,"_5'p.6"iiu iitv 
"i 

tt'" treatment & it's outcome & safety of lhe patient, and Koshika Foundation will have no role or responsibilitv

in lhe matter.
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