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DECLARATION bY APPLICAI{T: qli(6 EIn dlql YTI

1 ) I hereby confirm lhat all details in this Form are True to the besl ol my knowledge. Any talse statement will render my Application & ongoing assistancs' it any'

liable f or reiection/canc€llation
2) I sotemnty confrm fiat assistance, f rec€ived lrom Koshika Foundation, willbe used only for the 'purpose', as stated in this Form' for which such assistance

was requested bY me
3) I hereby confirm that I have nol & will not in future, avail ot reimbuFement. in part or in full, from any other sourc€/employedinsurance company, of the amount

for which this assistance is requested
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1)By affixing my signature or thumb impression on this Form' I

uie/puolisn/put-up/reproduce my name, address' pholo & detail

medium, including but not limiied to verbal. print, electronic, for

activities/achievements. Such use of my photo & details can b€

rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

, oi tnu 'prtpo"";, f, *hich such assistance is r€quested/granted' through any

soti"itinq donation" to, foshika Foundation and/or disseminaling information about it's

maOe O"y Xostifa foundation before or after my lreatment or futfitment of the'purpose"

for which assistance is b€ing requested

2)l(Applicant)lurtheragl€ethalanysuchuseofmyname,address,photo&detailsofthe"purpose".forwhichSuchassistsnceisrequestgd/granted,
wi not automatically entitte me for receivini or Lntinring the saia ,siistanc€- The decision for granting snd/or continuing the assistance will rest solely

;ith the Trustees of Koshika Foundaiion, a;d their decision is this regard will be final and acceptabl€ to me
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By a(ixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for llnancial assistance irom Koshika Foundation' we

(Hospital) hereby affirm & accept following
1) that we neilher are presently nor will in future 6vail of financial assistance hom another NGO or any other source. for the same patient/case, as we are

requesting to get from Koshika Foundation, to the exlent lhat such assistanc€ is g.anted by Koshika Foundation. lf lhe reauested assistaoce is not g'anted

by Koshika Foundation. in Part or in full, then the Hospita I reserves it's right to make up the shortfall from another NGO or any other source This

conf irmation essentiallY states that the Hospita lwill not avail anY duPlicate assistsnc€ for the sam€ patienucase from 8ny other NGO or any other source

2)The assistance from Koshika Foundation is onlY financial in nature. The choice of the treatmenuproccdure advised/cuducted by the Hospital on the

patient, is based on the arrangement betlveen the Pati ent & the Hospital, and is in no way influenced bY Koshika Foundati on. Hence, lhe Hospitalwill

assume sole & comPlete responsibility of the lreatmenl & it s oulcohe & safety of the Patient, and Koshika Foundation will have no aole or responsibility
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