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DECLARATIOT{ by APPIICAiII: qTk6 E{I dcqr rr:
1 ) I hereby confirm lhat all details in his Form are True to the best of my knowledge. Any lalse statement will rsrder my Application & ongoing asslstance, if any,

liable for rejectiodcancellalion.
Z) t solemnty ionfrm that assistrancs, if recoived from Koshika Foundation, will be ussd only for the 'purposo', as stat€d ln this Form, for whlch such assistance

was requested by me.
:iinu,iUi"onn'in tt'at f have not & wi not in futurc, availof reimbursement, in pad or in full, from any other source/employer/insurance company, ot the amount

for which ihis assistance is requesled.
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,.GREEiTENT by APPLICANT ( 3T{I 6(K)

i ) By affixing my signature or thumb impression on this Form, I rAppticanl) her€by agree & aulhorise Koshika Foundation aM it's Trust€os to

use/oublish/pufr-rpheproduce my name. address, photo & detalls ot the 'purpose", for which such assistance ls requested/granted, through 8ny

medium. inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information aboui ifs

activities/achievements. Such use of my photo & delails can be made by Koshlka Foundation b€fore or after my lreatmgnt or fulfilment of the 'purpose'

for which assistance is being requested

2) I (Applicant) fudher agree that any such use of my nams. address, photo & dolails of the 'purpose", for which such assigtance is requ€stsd/grant8d,

w,tt noi automaticatty eniitle me for receiving or continuing the said assistanc8. Th€ decision for granting and/or continuing the assistanca will rest solely

with the Trustees ol Koshika Foundation, and their decision is this regard will b€ final and acceptsbl€ to me.
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By atfixing hereunder, signature of our Authorised Signatory lor recommending this case/patient for financial assistance from Koshika Foundation. we

(Hospital) hereby afiirm & accept following:
i)iftlt *6 n"itf,J|' u|." presen y nor will iniuture avail of flnancial assistance from another NGO or any other source. for the same patient/cas€' as we ars 

.

rJquesting to get kom Koshik; Foundation, to the extent lhat such assistance is g.anted by Koshika Foundation. lflhe requesled assistance is not granted

Uyiost'iti fo-unOation, in part or in full, then the Hospital reserves it's right to m;ke up tho shortfall from another NGO or any oth€r sourcs. This

c6nfirmation essentially st;tes that the Hospital will not avsil any duplicaie assistance for the same patisiucase from any other NGO or any other source

i;ite issot"n"e tro, Koshika Foundation is only financial in ;alure. The choice of the keatmenuprocedlre advised/conducted by the Hospitalon the

plfient, is based on the arrangement between the patient & the Hospital, and is in no way inlluenced by Koshika Foundalion. Hence, the Hospitalwill

assumi sole & complete resp;nsibility of the trealment & il's outoom€ & saf€ty oI the pati€nt, and Koshika Foundation will have no rolg or responsibility

in the matter.
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