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DECLARATIOiI by APPIICANT: !qr+(6 Bnl *cqr vr:
1 ) I hereby mnfirm that all delails in this Form are True to the besl ol my knowledge. Any false statement will rendsr my Application & ongoing assistanc€, if any,

liable for rejectiory'cancellation.
2) I solemnly clnfirm hat assistanc€, if received from Koshika Foundation, will be used only for the "purpose', as stat€d in thls Form, for which such assistence

was rgquested by me.

3) I hereby confirm that I have not & will not in fulure, availof reimbursement, in part or in full, from any olher source/employer/insurance company, ot th€ amount

for which this assislance is requested.
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) By affixing my signature or thumb impression on this Form, I rAppticanl) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/pul-upkeproduce my name, addr€ss, photo & details of the 'purpose', for which such assistance is requ€sted/grant€d, through any

medium, inctuding but not limiled to verbal. print, electronic, for soliciting dgnations for Koshika Foundation and/or disseminating information about ifs

activitievachieve;ents. Such use of my pholo & details can be made by Koshika Foundalion bgfore or after my treatment or fulfilment of the "purpose"

for which assistance is being requestgd.

2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose", tor which such assistance is rsquaslgd/granted'

will noi automaticaly enti$e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc€ will rest solely

with the Trustees ol Koshika Foundation, and thsir decision is this regard will b€ tinal and acceptable to mo.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assislance from Koshike Foundation, we

(Hospital) hereby affkm & accept following:
ijif,it 

"6 
n"ith;|. ,r" presen{y nor wilt iniuture avail of financial assistance from another NGo or any other source, fo. the sama patient/case, as we are

iJqr"iting to g"t f,or't(oshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

oy'io.trifi i,i]"o"tion, in part or in full, then the Hospital reserves it's right to m;ke up lhe shortfall from anolher NGO or any other source. This

c6ntiimation essentiatty st;bs that th6 Hospital will n;t avail any duplicsie assislancs for th€ same pa$enucase from any olher NGO or 8ny othe' source'

ijit. 
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t,o,ti Koshika Foundatioriis onty ltnancial in ;alu;. The choice of the keatmenuprocedlre advised/conducted by the Hospital on lhe

pltient, ii Uiseo on tf,e arrangement between the'patient & th€ Hospital. and is in no way influenced by Koshika Foundation. Hence the Hospilalwill
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resp;nsibitity of the treatment & it's outcome & saf€ty oI the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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