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DECLAIiATION by APPLICAIT: ert(6 ER dq![ w:
I ) I hereby confirm lhal all delails in this Form are True to the best of my knov,,ledge. Any false statEment wlll rend€r my Application & ongolng assbtanc€' lf any'

liable for rejectiotvcancellation.
2) I solemnly clnfirm that assisianc€, if raceived from Koshika Foundation. will be used only for the 'purpos€', as stated in thls Folm. for which such assistance

was requested by me

3) I hereby confrm lhat I have not & will not in future, avail of reimbursement, in part or in full, from any olher source/employer/insuranc€ company, ol the amount

for which this assistance is requested
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,,GREE by AP LICANT ( Bm 6m)

'1) By affixing my signature or thumb impression on this Form, I

use/publish/pulupheproduce my name, address, photo & detail

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

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

iApplicant) hereby agree & authorise Koshika Foundation and it's Truste€s to

" 
ol th"'prrpo""t, fo, *hich such assistance is request€d/granted, through any

soiiclting'oonations tor Koshika Foundation and/or disseminating infgrmation about ifs

maOe ui iosfrixa fou"dation befo.e or after my treatment or fulfilment of lhe "purpose"

for which assislance is being requested.

2) I (Appticant) turther agree that any such use of my name, address, pholo & details of the "purpose'' for which such assistanc€ is requested/grantgd'

will not automaticalty entile me for receivini-or 
"oitinuins 

th" 
"aio 

a""istance. The decision ior granting and/or continuing th€ assistancs will rest sole

with the Trustees of Koshika Foundalion, and lheir decision is this regard will be llnal and acceptabl€ to me'
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By aflixing hereunder, signature of our Autho.ised Signatory Ior recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby aflirm E accepl following:
at we nerthel ale oresentlY nor wtll ln future avail of financial assistance from another NGO or any other source, for lhe same patienucase, as we are

1) th
requesting lo get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full , then the Hospital reserves it's right to m;ke uP the shortfall from another NGO or any other source. This

confirmation essential ly states that the Hospital will not avail any duPlicate assistance fo. tho samo Pationuca se from any other NGO or any othBr source

2) The assistance from Koshika Foundation is only flnancial in nature. The choice ot the treatmenuprocedure advised/cflducted by the Hospitalon the

patient, is based on the arrangement between the patienl & the Hospital. and is in no way influenced bY Kosh ika Foundation. Hence, the Hospitalwill

assum e sole E complete responsibility of the treatment & il's outcome & safety of the palient, and Koshika Foundation will have no role or responsibility
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