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DECLARATION by APPLICANT: qlt!5 EflI SiSql Y{l

1) I hereby confim that all detalls ln this Form are True to lhe besl ot my kno!,vledge. Any talsa statem€nt will render my Application & ongolng assistance. It any,

liable lor rejectiorrcancdlation.
a i ,-"rl"i"rv-ii-"]i-^"i lrraiasstLnce, it receiveo frcm Koshike Foundation, will be used only for ttle 'purpose", as stated in hls Form, br whkh such asslstance

was requested bY me
3) I hereby confirm th;t I have not & will not in future, avail of reimbulsement, in part or in full. from any other source/employerlinsurance company, or lhe amount

for which this assistance is requested
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1) By afiixing my signature or thumb impression on this Form l

usei publish/put-upkeproduce my name, address, photo & detail

medium, including but not limited to verbal, print, electronic, for

activities/achievemonts. Such use of my photo & details can be

rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

j of lhe 'purpose', for which such assistance is requested/granted. lhrough any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made b-y Koshika Foundation before or after my lrealment or fulfilment of the 'purpos€"

for which assistance is being requested

2) I (Applicant) lurther agree that any such use of my name. address, photo & details of the 'purpose', for which such assistance is rsquested/grantad'

wilt not automatica y entitte me for receiving or cont'inuing the said assistance. The decision lor granting and/or continuing the assistancs will rest solely

with the Trustees of Koshika Foundation, and their decision is this rogard will be final and accgptablo to mo
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By atfixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for llnancial assistance from Koshika Foundation' we

(Hospital) hereby affirm E accePt following
1) that we neither are presently nor will in fulure avail of financial assistance frcm another NGO or any other source, foa the same Patisnucase, as we are

requesting to gel trom Koshika Foundation, to the extent that such assislance is granted by Koshika Foundation. lf the requested assislance is not granted

by Koshika Foundalion, in Part or in lull. then the HosP ital reserves it's right to make up the shortfall from anothor NGO or any other source This

conflrmation essentiallY states thal the Hospitaiwill not availany dupl icate assistance for the same patieit/case from any other NGO or any othar source

2)The assistance from Koshika Foundation is only financial in nature The choic€ ot the treatmenuprocedure advised/clnducted by the Hospital on the

patient, is based on lhe anang ement between ths patient & the Hosp ital, and is in no way influencsd by Koshika Foundation Hence, the Hospital will

ass ume sole & comPlete responsibility of the treatment & it's outcorne & saf€ty of the Patient, and Koshika Foundation will havo no rolo or responsibility
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