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DECLARATIOT{ by APPLICANT: 3rri(d A{I dslr cr:

1 ) I hereby mnfirm that all details in this Form are True to the besl ot my knourledge. Any false stalement will render my Applicadon & ongoing assistanc€, if any,

liable lor rejectiodcancellation,
2) I solemnly confirm that assistance, if rec€ived f.om Koshika Foundation, willbe used only for the 'purpose'. as stated in this Form, for whlct such assistance

was requeslod by me.

3) I hereby confirm that I have not & will not in luture, availof reimbuEement, in part or in full, ftom any other source/employer/insurance clmpany, of the amount

for which thrs assislance is requested
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DED FOR ACCEPTEI{CE

+ ffrq {<fd Manager Outroech

(A rnn ol Shradoha Eyc C:r€ T.r. .

# 18fi, Thiunaiah Rod, MiLrTanr6..i,r--
(Name, Designation & Sbmp ol Authodsod Signatory

on behalf of Hospilal)
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1) By affixing my signaturo or thumb impression on this Form. I iAppticant) hereby agree & aulhorjse Koshika Foundatiorr and it's Trustoes to

use/pubtist/put-up/ieproduce my name, address, photo & details of the 'purpose', for which such assistance is rcqussted/granted, through any

medium. inciuding but nol limited to verbat, print, electronic, for soliciting donalions for Koshika Foundation and/or disseminating information about it's

activities/achievemonts. Such use of my photo & delails can be made by Koshika Foundation belore or after my treatment or fulfilmsnt ot the 'purpos€"

for which assistance is being requested.

2) I (Applicant) lurther agree that any such use of my name, address. photo & details ol the 'purpos6'. for which such assistanc€ is roqugsted/granted.

;ill not automatically eniitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assislance willrest solely

with the Trustees of Koshika Foundation, and lheir decision is this regard will be final and acceptable to me'
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By affixing hereunder, signature of our Authorised Signalory for recommending this case/patient tor financial assistance from Koshika Foundation. we

(Hosprlal) hereby afflrm E accept following:
iiif,St *i n"iGt ur" presen ynor wr rn-future avail of financial assistance from another NGO or any other source. for the same patienvcas€' as we are

,JquestinS to get fro. Xoshak; Foundation, to the extent thal such assistance is granted by Koshika Foundation lf lhe requested assislance is not granted

uv"i""iili"" i,i,i"o"ii"", rn part or in full. then the Hospitat reserves it's right to m;ke up th; shortfall irom anolher NGo or any other source. This

c6nfrrmation essentia y st;tes that the Hospiialwill not avail any duplicai€ assislance for the same patienl/casg from any other NGO or any other sourc€'

2) The assisrance fiom Xostrit<a FounOarioriii ontt fi;;c'al in ;alu;. The choice of the treatmenuprocedure advised/clnducled by the Hospital on lhe

;:ffiIffi;il;;" iiir"-".""i i"ti|"" ir,e'patLnt a tne xospital, and is in no way influenced by Koshika Foundalion Hence' the Hospital will

:;:il];':#il;;i;i"",i,ip'"i.,iiiiiv-liir,r" t,i"l'i"ni C ii'r ort"o,iu a safety of th€ patient, and Koshika Foundation will have no role or responsibiritv

in the matter.
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