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DECLARATIOT{ by APPLICAI{T: iql*(6 Em dcw EI:

1 ) I hereby coflfirm lhat all details in this Form are True to the best of my knowldge. Any false slatsment will render my Applica[on A ongoing assistance, il any,

liable for rejecliorvcanc€llation.
Zl i"oi"."fii"rti. tfrai assistance, if received from Koshlka Foundadon, willbe used only for the'purpose'. as stat€d in this Form, forwhlch such assistance

was requested by me.
Jiirc,iOy ao"frj, ff'"t f have not & will not in future, availof reimbursement, in part or in full, from any other source/employer/insurance clmp€ny, ol the amount

for which this assistance is requested.
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1) By affixing my signature or thumb impression on this Form' I rApplicant) hereby agree & au

usei publish/pufupkeproduce my name, address. photo & details of lhe "purpose", for which s

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

activities/achievements. Such use of my photo & details can be made by Koshlka Foundation

for which assislance is being requested.

2) I (Applicant) turlh€r agreJthat any such use of my name, address, photo & details ot the'purpose", for which such assistance is rgquested/granted'

win not autoriticatty eniifle me for receiving or conlinuing the said assislance. The decision for granting and/or continuing the assistance will rest solely

with lhe Trustees of Koshika Foundation, and their decision is this regard will be final and acceptablo to mo
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uch assistance is requested/granted, tlvougttany
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belore or after my treatment or fulfilment of the'purpose"
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By affixing hereunde i, signature of ourAr-rthorised Signatory lor recommending this case/patienl lor financial assistance from Koshika Foundation, lve

(Hospital) hereby affirm & accept following
nv other sourc6, foi the same patient/case, as wo are
ioundation. lf lhe requesled assislance is nol granted1) that we neither are presently nor will in future avail ol flnancial assislance from another NGO or a

.equesting to get from Koshika Foundation. to the exlent that such assistance is granted by Koshika

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source This

confirmation essentiallY states that the Hospitalwill not avail any duplicate assistance for the samo patieirl/case from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in natu re. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the a(angement between the patient & the Hospital, and is in no way influenced bY Koshika Foundation. Hence, th€ Hospitalwill

assume sole & complete responsibility of the treatment & it's outcome & salety oftho patient, and Koshika Foundaiior will have no role or responsibility

in the matter.
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