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oECLARAnON by APPL|CAXI qrk6 !r{ dqqr r1:
'l ) I hereby 0onlirm lhat all details in ti s Form are Trus to tho bost ot my knowledg€. Any false stratement will render my Application & ongoing assbtance. if any,

liable lor rejection/cancdtation.
2) I sotemnly confirm that assisEnce, if rec€ived lrom Koshika Foundation. will b€ usod only for the'purpose', as statsd ih $is Form, for whlch such assistance

was requested by me.
iiit 

"':":Uf "-n,i, 
ft"t f have not & will not in future, availof reimbursement, in part or in full, ftom any other source/employer/insurance companl ot tte amount

for which thrs assistance is requesled.
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l) { Itu 6cdr t f+ tw< rnr<r fura rf+ ql qi t,3{ {RI6r cfrl6 cI Trd frw ffi !q{ d ffiqtr/*qt 6qitrai feq t qkq S sfrqi(nt
,,GREEI',ENT by APPLICANT ( Em fir{)

1) By afiixing my signature or thumb impression on this Fofm' I iApp licant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the "purpose", for which such assislance is requestod/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshlka Foundation berore or after my treatment or fulfitment of thg "purposE"

fo. which assistance is being requested-

2) I (Applicant) fudher agree that any such use of my name, addrcss, photo & details ol the 'purpos€", for which such assistancs is rgquested/grantod,

*itt noi automatica y eniifle me for receiving or continuing the said assistance. The decision for granting and/or continuing the asslsianca wili rest solely

with the Trustees of Koshika Foundalion, and thek decision is this regard will bo linal and acceptablg to me.
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2) t ( qr+(d) Es stfl t s6m tfs t{ rrq, vm, qtA dn f+<rq d to sfiTdr d 3{ttd d ffh t gn €i: {EFR[ 6I GFqR 1d T]rinl !{sis{
"dftmr" qq rsd aM or fldq ofdq eh Tq6ri dmt

By aflixing hereunder. signature of our Authorised Signatory for recommendinq this case/patient for financial assistance from Koshika Foundation we

(Hospital) hereby affirm & accept following:
ilitrlt *6 n.itnJ, are presenty nor will injuture avail of financial assistance from another NGO or any oth€r source. for the sam€ patienucase, as we are

lquesting to get from Xoshiki Foundation, to the exlent that such assistance is granted by Koshika Foundation. lllhe requesled assistance is not grantcd

bv'Koshik; Fo;ndation. in part or in tull, then the Hospital rsserves it's right to make up thg shortfallfrom anothqr NGO or any ohar source This

c6nnrmirion essentaffy sdtes that lhe Hospital will not ayail any duplicaae assistEnca for the sam€ patieivcase lrom any other NGO or any othor source.

zjrn" "is"t""i" 
fr# [oitriia founoatiori is onty financial in ;alure. The choice of the treatmenuproc€dure advised/conducted by the Hospitalon the

pltiunl, i" o""ua on tfr" anangement between the pati€nt & the Hospital, and is in no way influenced by.Koshika Foundalion Henca, lhe Hospital will

I"irri 
"of" 

a 
"orpf"te 

resfrnsibility of the treatmenl & it's outcome & safety of the patlent, and Koshika Foundation will have no role or r€sponsibllity

in the maner.
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