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DECLARATIOil byAPPUCA T qri(6 Em dlqr !'{:
1) I hereby confirm that ell details in this Form are True to the best of my knorvledge. Any false statemenl will render my Applicalion & ongoing asslstance, if any.

liable for rejectiorvcancellation.
Z1 i"of".nfy ionn,. f,at assistance, il received lrom Koshika Foundation, will be used only for the "purpos6'. as stated in this Form. for whict such assislance

was requested by me.
:iinj,tUy conn- tnat I have not E will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance cotnpany, of lhe amoun

,.GREEiTENT by APPLICANT ( lrrr 6,m)

1) By affixing my signature or thumb impression on this Form, I iApplicant) he.eby agroe & authorise Koshika Foundation and lt's Trustoos to

use/puOtistr/put-uplieproduce my name, address, photo & details of the 'purpose', for rvhich suci assistance ls roqugsted/g.anted, through any

medium, inciuding but not limited lo verbat, print, eleckonic, for soliciting donations for Koshika Foundation and/or disseminaling information about it's

activities/achieve;ents. Such use of my photo & delails can be made by Koshika Foundalion belore or aft€r my treatment or fullilment of the'purpose'

for which assistance is b€ing .equestsd.

2) I (Applicant) further agrejthaiany such use of my name, address, photo & details ot the'purpose". lor which such assistance is roquestsd/grantad,

witt noi automaticalty enii{e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and acceptable to me.
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By affixing hereunder, signatu.e of ourAuthorised signatory tor recommending this case/patient for financial assistance from Koshika Foundation, we

for which this assistance is requested.
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v nor wi in future svait of financial assistance from another NGO or any other source, for the sam€ patienucase, as we are 
.

JJ.iillii"" ii iiii'iii."i;;ji;;";;Ja,;", i;the eirenr trar sucr assistance is sranted by Koshika Foundation. lrlhe requested assistance is not sranted

;;[]iii'"';"';;;;;;'i"-p", iii" irrL ini" tne noipir"t r."."rvu. it's risht to m;ko up the shortfall from another NGo or anv other source' This
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srares tnat tne nospitat wtt n6t ivait any auptic€i€ assislanc€ for th€ same patent/case from any other NGo or any other source'

2) The assrsrance from rosniu rou noatrori ii-on ty nninciat in riature. rhe choice of the lreatmenuprocedure advised/conducted by lhe Hospitalon the

patient. is based on the 
"|.."ng"."nt 

u"rrn"ui itrJp"ti"ni a t u io.p,rrl, and rs rn.no way influenced by Koshika Foundation' Hence lhe Hospital will

assume sole & comolete responsibility ot tne Ireatment & il's outcome E safety of the patient, and Koshika Foundation will have no role or responsibility

in lhe matter.
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