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DECLARATIOiI byAPPUCA Y: iqli<6 Em *crn vr:
1 ) I hereby con,irm that all details in this Form are True to the best ot my knowledg€. tury false stal€ment will rsndsr my Appllcalion & oogoing assistance. if any,

liable lor rejection/cancellation.
2) I solemnly clnfrm that assistance, if received Irom Koshika Foundation, will b€ used only for the 'purpose', as shted In this Form, br whl$ sudl sssistance

was requested by me.

3) I her;by contiin that I have not & will not in future, avail of reimbursement, in pan or in full, fom any other source/employer/insuran@ comlrany, of the amount

for which this assistance is requested.
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FOR INTERNAL USE ol KOSHIKA FOUIIDATION qrdftf icd{ t(
SIGNATURE ofTRUSTEE 2
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SIGi{ATURE otTRUSTEE 1
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By aflixing hereunder, signature of our Aulhorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(l-rosprlal) hereby affrrm & accepl following:
i;tnat we nentrer are presenllynor will inJuture avail of financial assistanc€ lrom another NGO or any other source, for the same patienucase, as we are

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

bykoshik; Fo-undation, in part or in full, then the Hospilal reseNes it's right to make up thB shortfallfrom another NGO or ary otho. sourc€. This

c;nfirmation essenliatly st;tes that the Hospital will not avail any duplicate assistance for the same patiexUc€se from any other NGO or 8ny oiher source

ijThe assistance kom Koshika Foundation is only financiat in nature. Ihe choice of the treatmenl./procodure advised/conducted by the Hospital on the

pltient, ii faseO on ttre arrangement between the,patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill

assume sole & compt€te resp;nsibitity of the treatment & il's outcome & safety olthe patient, and Koshika Foundation will havo no role o. responsibility

in the matter.

1) By affixing my signature or thumb impression on this Fonn, I lAppticant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/pufup/reproduce my name, address, photo & detaals of the 'purpose", for which such assistance is requested/granted, through any

medium, inctuding but not limited to verbal, print, electronic, for solaciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or after my treatmEnt o. fulfilment of the'purposs"

for which assistance is being requested.
2) I (Appticant) further agree that any such use of my name, address, photo & details of the'purpose", for which such assistanct is requestsd/grantsd.

wi| not automaticalty entite me lor receiving or conlinuing the said assistance. The decision for granting and/or csntinuing the assistance will rest solely

with the Trustees ol Koshika Foundation, and their decision is this regard will be final and accgptablo to ms.
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