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DECLARATION byAPPLTANI: qri<s'ERr dlqr v{r
1 ) I hereby mnfirm lhat all details in this Form arg TruB lo the best of my knovrledgo. Any false statement will rend€r my Applicaton & ongolng assistance. if any,

liable lor rej€cliory'cancellation.
2) I solemnly ionfirm that assistanc€, if received from Koshika Foundation, will be used only for the 'purpose'. as stat€d in this Form. for which such assistance

was requested by me.

:it nerlby confiim tirat I have not & will not in fulure, avarl of reimbucement. in part or in full, from any other source/employer/insurance company, ol the amount

for whif lhis asstslance rs requested.
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!,cREEMENT by APPLICANT ( EE 6tr{)

l) By afilxing my signature or thumb imprcssion on lhis Form, I iApplicant) hereby agree & aulhodse Koshika Foundation and il's Trustees lO

use/pubtistr/put-uptreproduce my name, address, photo & details of the "purpose", for which such assistance is requested/granted, through 8ny

medium, including bul not limited to verbal, print. eleclronic, for soliciting donations lor Koshika Foundation and/or disseminating information about it's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundation betore or after my treatment or fultilment of the 'purpose"

for which assistance is being requested.

2) I (Applicant) further agree thal any such use ol my name. address, photo & d€tails of the 'purpose". lor which such assistance is rsquestgd/granted,

will noi automatically entille me for receiving or continuing the said assistance. The decisioh for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is lhis regard will b€ tinal and accBptable to m€.
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By affixing hereunder, signature of our Authorised Signalory for recommending this case/patient for financial assistance lrom Koshika Foundation we

(Hospital) hereby aflrrm & accept following.
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presen{y nor will in'luture avail of financial assistanc€ fom another NGO or any othor source. for the same patienucase, as we are

r;questing to get from Koshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Uy ioitrit-, fo"unO"tion, in part or in full, thsn the Hospital reserves it's right to m,ke up the shordall f.om another NGO or any other source This

c6nfiimation essentially st;tes that the Hospital will not avail any duplic€ie assislanc€ for the same patienvcase from any olher NGO or any other source.

ZjTne assistance trom Koshika Foundation is only financial in ;alure. The choic€ of the keatmenl,/procedure advised/clnducted by the Hospital on the

pitient, is based on the arrangement between th; patient & the Hospital, and is in no way influenced by Koshika Foundalion Honco, ths Hospital will

liir." *f" a 
"o.pf"te 

resp;nsibility of the lreatment & it s outcome & safety oI the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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