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DECLARATIOI by APPLTCANT: 3rliqqr- Em Sqqr vl:
1 ) I hereby confm that all details in this Form are True to the best of my knowledge. Any lalse statement will rgnd€r my Applicauon & ongoing asslstanco, if any,

liable for rcjectiory'cancellation.
2) I solemnly ;onfirm that assistance, if received from Koshika Foundation. will be used only for the 'purpose', as stated ln this Form, for which such assistance

was requesled by me.
iiif,",i,Oy *"f,i" m"t f have not & witl not in future, availof reimbuGemenl, in part or in full. from any other source/employer/insurance company, ot the amount

for which this assistance ts requested
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I ) By amxing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtish/puh-rpreproduce my name, address, photo & details of the 'purpose", for which such assistance is requssted/granted, though any

medium, inciuding bul not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it s

activities/achievements. Such use of my photo & delails can be rnade by Koshika Foundation before or after my trsatment or lultilm€nt of the 'purpose"

for which assistance is being requesled.

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

will not automatically entifle me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistance will rest solely

with the Tr!stees of Koshika Foundation, and lheir decision is this regard wil' be tinal and acc.ptable to me.
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By affixing hereunder, signature of our Aulhorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
i; ttrit we neitndr are presently nor wili in luture avail of llnancial assistance hom another NGO or any othsr source, for the same patienucasg, as we ar€

requesting to get from Koshik; Foundation, to the exlent lhat such assislance is granted by Koshika Foundation. lfthe requested assistance is not granted

by koshik; Fo-undation, in part or in full. then lhe Hospital reserves its right to mak€ up the shortfallfrom another NGO or 8ny othsr source. This

confirmation essentially st;tes that the Hospital will not avail any duplicatE assistance for the sam€ patienucsso from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice ofthe treatmenuprocldure advised/conducted by the Hospitalon the
p;tient, is based on the anangement between the pati€nt & lh6 Hospilal, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill

assume sote & comDlete responsibility of the treatment & il's outcome & salety ol the patient, and Koshika Foundation will h€ve no role or responsibilily

in the matter.
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