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DECLARAnOI by APPLTCAXT: qrtq fl dqqr qr:

I ) I hereby conllrm lhal all details in this Fonr are True to the besl ol my knowledge. Any false slatement will rend€r my Application & ongolng asslstance, lf any,

liable lor rejectiodcanc€llstion.
2) I solemnly ;nffm that dssistance, if received ftom Koshika Foundation, will be used only for the 'purpose', as stated in his Form, for whidl su.h assl8tance

was requested by rne.

iiir,"rtOi*nn,i, rfra I have not & wilt not in future, avail of reimbursement, in part or in tull, from any other source./employer/insurance comp6ny, of fie amount

for which lhis assistanc€ is requesled
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3) d gfis 6rdr {fd td( €6rdr i! qr vlf<r +1 'r{t,Eenftr6r {fi{r6 q €Tfl frRr ffi s< {t fr+ffir*qr re-{ tq ai.frqr d dnad qfre il ttt

,.GREEI|IENT bY APPLICANT ( {r 6{R)

.l 
) By afilxing my signature or thumb imprsssion on this Fo.m, I rAppticanl) hereby agre€ & authorise Koshika Foundation and it's Trustegs to

use/pubtisfr[Ut-up/ieproduce my name, address, photo & details of the 'purpose", for which such assislance is rcquested/granted. through any

medium, inciuding bul not limited lo verbal, print, electronac, for soliciting donations for Koshika Foundation and/ot disseminating information about it's

activities/achieve;ents. Such use of my photo & details can b€ made by Koshlka Foundation before or aftor my treatm€nt or fulfilment of the "purpos€"

for which assistance is being requested.

2) I (Applicant) fudher agree that any such use of my name, address, pholo & details of the 'purpose". lor which such assistance is requested/granted'

witt noi automaticatty eniile me for reiceiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Folndation, 8nd lheir decision is this regard will be final and acceptable to me
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"ctftr*r" qq rsd qfisd ftdq qtdq ict cradrt d,nt

By aflixing hereunde., signature of our Authorised Signatory tor recommending this case/patienl for financial assistance from Koshika Foundation we

(Hospital) hereby affirm & accept following:
iltt lt *6 n"U,,i, 

"ru 
presently nor will injulure avail of financial assislance from another NGO or any othor source. for the same pationucase' as we are

;qu;s(ng to get lrom Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

t-y-io"friii io"una"fion. in part or in full, then the Hospital roserves it's right to m;ke up the shortfall f.om anothor NGO or any othor source. This

c6nfiimafion essentiafty st;tes that the Hospital will not avail any duplicaag assistance for the same pati6nucase from any other NGO or 8ny o-th€t sourca.

iiitr" 
"""istance 

fro,ri Koshika Foundatio; is onty tinancial in nature. The choice ot the treatmenuprocedure advised/conducted by th€ Hospital on lhe

pltient, a ou"ea on tf'e arrangement b€tween th;patient & the Hospital, and is in no way inffuencqd by Koshika Foundalion H€nce. the Hospitalwill

!""url 
"of" 

a 
"orpf"te 

resp;nsibility of the treatment & it's oulcome & safety ofthe pati6nt, and Koshika Foundation will hsve no role or r€sponsibilily

in the malter.
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