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DECLARATION by APPLICAI{T: 3n+(6 ERr dcqr rn:

1 ) I hereby conlirm that all details in this Form aIe True to lhe best of my knowledge. Any false statement will r€nder my Application & ongoing assistanca, if any,

liable for reiectron/cancellation.
2) I solemnty;nfirm $at assistance, if rcceived from Koshika Foundatlon, will be usod only for the "purpose', as statsd in this Form, for which such assistance

was requested by me.

:1 t neri:Uy conllim ttrat t have not & will not in future, avail of reimbursement. in part or in full, from any other source/employer/insurance clmpany' of the amount

for which ihis asststance rs requested

l) I *qqr 6mr tf6r{ n6q i Ri TA {S tq-(q *t wrrt * rgunr<wqdtr qR 6ig fu{{q gq Ir qsf, crqlir t a} *t sfi.rdr f{GI qt qI stFli tr

2) R E|II qi q6rq-dr {ft "Eiftrfl srrcffi", t d qr {d t,3q-6r 3cd{ ss 3kq 61{:d + ftla f6qr qri'n, q} {c rl(q { q{I,rsr tl
3) { Sfiz 6rdr { f6 fus {6q6 ig Tr yr4{ ql t t, rs nRr m cftr6 { T6a twr ffi w{ std/ft+tr+dql 6q+ i c i} frqI t qk q t qfqq if tlnt
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1) By affixing my signature or thumb impression on this Form. I rApplicant) hereby

use/publish/put-up/reproduce my name, address, photo & details of the'purpose",

medium, including but not limited to verbal, print, electronic, for soliciting donation

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

agree & aulhorise Koshika Foundation and it's Trustees to

fo. which such assistance is requested/granted, through any

s for Koshika Foundation and/or disseminaiing information about it's

Foundation belore or after my keatment or fulfilment of the "purpose"

for which assistance is being request€d.

2) I (Applicant) further agree that any such use of my name, address, photo & details ol the "purpose". for which such assistance is rsquggted/grantod'

witt noi automaticatty entle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc€ will r€st solely

with the Trustees of Koshika Foundation, and theh decision is this regard will be final and acceptable to me
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8y aftixing he.eunder, signature of our Authorised Signatory for recommending lhis case/patient for financial assistance lrom Koshika Foundation. we

(Hospital) hereby afflrm & accept following
'1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, lor the same patienrcase. as we arc

requesling to get from Koshika Foundation, to the extent that such assislance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in paft or in full, then the Hospi tal reserv€s it's right to mako up the shortfall fro another NGO or any other source. Thism

confirmation essentia lly states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source

The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuproced ure advised/conducted by the Hospital on the
2)
patienl. is based on the arrangement between the patient & the Hos pital, and is in no way influenced by Koshika Foundation. Hence. the Hospital will

assum e sole & complete responsibility of the treatment & its outcom e & safety of the patient, and Koshika Foundation will have ng role or responsibility

in the matter.
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