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DECLARATIOT{ by APPLIC t{T: fii<ff ERr dsrn c?:

1 ) I hereby confirm thal all details in this Form are True to lhe best of my knMedge. Any false statemenl will render my Applicalion & ongoing assistance, if any,

liable for rejectiodcancellation.
Zf iiil-".-,rfy-ii"ti.Gi"""i"trn"", it ,"""ir"0Irom Koshika Foundation, will be used only for the "purpose'. as stated in this Form. for whlct such assistance

was requested bY me.
iiif,i,iOic""ni. ma f have not & wifl not in future, avail of reimbursement, in part or in tult, from any other source/employer/insurance company, of the a

tor which this assistance is requested.
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1) By affixing my signatu.e or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to 
I

use/publish/puluP/reProd uce my name, address, photo & details of the 'purpose', for wh ich such assistance is requested/granted, through any

medium, includinq but not limited to verbal, print, electronic, for soliciting donations for Koshi ka Foundation and/or disseminating information about it s

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or afler my treatment or fullilmont of the'purposc'

for which assistance is boing requested.

2r t (A;pticant) funhor agreithaiany such use of my name, address, photo & details ol the "purpose-, for which such assistance is requssted/granted,

vJitt noi autoriticatty eniile me for receiving or continuing the said assistance- The dscision for granting and/or clntinuing the assistiBncg will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and acceptablo to mo.

l) ," cq: y{ eici 11drs{ qr ii,r3 q1 crl c,nr{, d (qriro) .[rn sofd 61fR efir t qs' 'qlftrt .Frd&B qt( B€* <Ttr 'ni uft$r em {fr ta rn,

r-m,qtddRdfrs{q5(yq:{q}frai,st"+tfrm"qcI<rs,<R,crfivql5sti$cr$ffifr&i[4kEcRf.qqI+ftriffisrERqtqq
i y{]f.d 6ri + fdq qtu{fl tr tt yqr ar frqor ti rflrq * qrd qr rI< i rri d frq "dftrr vrcdsr'c er* !f,Frta

2) t ( qr&-6) Vs sn i a-6rd t f6 t{ rlq, vo, q ,}t{ffclqd fr{rTq- + sltait i ueit t S{ v*: {rFrdl nil rr6qr lfr iFIiIr fsrdq{
"o1fir+r" qqt rs+ 'nM 6r fiutq .xfdq ek clqrrt dflt

By affixing hereunder, signature of our Authorisedsignatorytollecommendinglhiscase/patientforflnancialassistancefromKoshikaFoundation.we
(Hospi talthereby afflrm & accept following:

we neither are presently nor will in fu ture avail of financial assistance faom another NGO or any other source, for the sam€ patient/case, as we are
1)lhat
reeuesting to gel irom Koshika Foundation, to the extent thal such assistance is granted by Koshika Founda tion. lf the requesled assistance is not granted

by Koshika Foundation. in part or in full. then the Hospital reserves it's right to m,ke up the shortlall lrom another NGO or any other source. This

confirmalion essentially states that lhe Hospi talwill not avail anY duPlicate assistance for the same pati€nucase from any other NGO or any other source

2) The assistance frcm Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/co nducted by the Hospital on the

patient, is based on the arrang €ment between tho pati€nt & the Hospital, and is in no y{ay influenced by Koshika Foundatio n. Honce, the Hospitalwill

assume sole & complote rcspons ibility of the treatment & it's outcome & safely of the patient, and Koshika Foundation will hav€ no role or responsibiiity

in the matter.
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