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OECLARATION by APPLICANI: ?4rtq6 Em *wn yd:

I ) I h€reby confim that all details in this Form are True to the besl of my knowledge. Any hlse statement will render my Applicatbn & ongoing assistancs, il any,

liable for rejection/cancellalion,
Z) f iofernfy iontm tt at assistanc€, if rec€ived from Koshika Foundation, wlll be us€d only tor the 'purpose', as stated in Utis Form. for whlch suct assistance

was requested by me.
iiif,er.ilOy *nn- ma f have not E will not in future, avail of reimbursement, in part or in full, from any olher source/employer/insurancs company, o, the amount
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1) By affixing my signature or thumb impression gn this Form' I rApplicant) hereby agree & au

use/publish/pulup/reproduce my name, address. photo & details ol the 'purpose', for which s

medium, including but not limited lo verbal, print, electronic, for soliciting donations for Koshik

activilies/achievements. Such use of my photo & details can be made by Koshika Foundation

thorise Koshika Foundation and il's Trustees to

uch assistance is requested/granted, through any

a Foundation and/or disseminating informalion about it's

betore or after my treatment o. fulfilment ol the "purposo'

for which assistance is being requested

2J I (Applicant) lurther agreithaiany such use of my name, address, photo & details of the'pu.pose', tor which such assistanct is requestod/granted,

witt noi automaticatty enii$e me for receiving or conlinuing the said assistanc!. The decision for grsnting and/or continuing the assistanc! will rest solgly

with the Trustees of Koshika Foundation, and their dscision is this rogard will be ,insl and accoptable to mo.
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By aflixing hereu nder, signature of ourAuthorised Signatory for recommending this case/patienl for finanoel assistance from Koshika Foundation, we

(Hospital) hereby affirm E accept following
1) that we neither are presently nor will in future avail of financial assistanc€ frcm anolher NGO or any other source, for the same patient/case, as we are

req uesting to gel from Koshika Folndation to the extent lhat such assistance is granted by Koshika Foundation lf lhe requested assistance is not granled

Koshik; Foundation, in part or in full, then lhe Hospital reserves it's .ight to mak€ up the shortfall from anolhe r NGO or any other source. This
by
con
2)

firmation essentially states that the Hospital will not avail any duplicato assistancs tor the sams patienucase from any other NGO or any othgr source

The assistance from Koshika Foundation is only financiai in nature. The choice of the treatmenuproc€dure advised/conducted by the Hospital on the

patie nt, is based on the arrangement between lhe patient & the Hospilal, and is in no way in,luencad by Koshika Foundation. Hence, the Hospital will

assu me sole & complete responsibility of the treatmenl & it's outcome & safety of the patient, and Koshika Found ation will have no role or responsibility

in the matter.
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