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DEcLARATIoil byAPPLlCAtlT rqr+<5 lRr {sqr [r:
'1) I hereby confm lhal all details in this Form are True to the besl ot my knowledg€. Any talse statement will render my Application & ongoing assistanca, if 6ny,

liable for rejectron/cancellahon.
2) I solemnly ionlirm that assistance. if ec€ived from Koshika Found€tion. willbe used only for the'purpose', as stated in this Fonn, for whicfi such assistance

was requested by me.
iiif.,ertOiconnim fnat I have not & wiltnot in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of tlt6 amount

for which ihis assistance ts requested
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1) By afiixing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name, address, photo & detail

medium, including bul not limited to verbal, print, electronic' for

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

iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of the 'purpose", for which such assistance is requested/granted, through any

soticiting donations for Koshika Foundation and/or disseminating inlormation about it's

made by Koshika Foundation belore or afler my trealment or fulfilment of lhe'purpos6"

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & delaits of the 'purpose", for which such assistance is requested/granlgd,

*itt not automitica y entifle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustoes of Koshika Foundation, and their decision is this regard will be final and acceptsbl€ to mo.
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By affixrng hereunder, stgnature ol our Ai./thorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation. we

(Hosprtal) hereby atfirm & accept following:
]iif,5t*6 n"iG, 

"t" 
presentynor will iniuture avail of financial assistance from another NGo or any oth€r source forthe same patienucase, as we €re

iJqruiting to g"t f,o.'Koshik; Foundation, to the extent lhat such assistance is granted by Koshika Foundalion. lflhe requesled assistance is not granted

ou-xoit it"" fotnOarion. in parr or in full, then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any othsr source This

;ili;;;;;; ;;.il"d itJr". 6,"t tnu no"pit"t witt not avail any duplicaie assistance for th€ same patiexucase from any other NGO or any other sourca'

2) The assistance trom Koshika Foundatioriiaonly financial in ;ature. The choice of the keatment/procedlre advised/conducted by the Hospital on the

;:ffi. ;;;;;;; il" "i."0"r""t 
u"i*""" ihe'patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. th€ Hospitalwill

;;;;;; ;"ij-{;;;i"i" r""pi"iiuiritv oitt" trearment & it's outcome & safety of the patient, and Koshika Foundation will have no role or r€sponsibility

in the matte..
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