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DECLARATION by APPLICANTT i{r+(6 m dsqr v{:
1) I hereby mnfrm tiat sll dstalls ln thh Form are T.ue to the best of my knowhdge. Any talse statement will rehder my Appli6tion & ongoing assistance, it any,

liable for rejectiorVcancellation.
2) I solemnly confirm that assistance, if received from Koshika Foundation, will b€ used only for the "purpose', as stated in thls Fom, for whidr such a$istance
was requested by me.
3) I hereby confirm thal I have not & willnol in future, availof reimbursement, in part or in full, from any other source/employer,4nsurance company. of the amount

for whict this assistance is requested
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,,GREEI,IENT by APPLICANT ( ort(6 ERr 6{r)

1) By amxing my signature or thumb impression on this Form, I iApplicanl) hereby agree E authorise Koshika Foundation and it's Truste€s lo

use/iublistr/put-up/reproduce my name, address, photo & details of lhe 'purpose', for rvhich such assistance is requested/granted, through any

medium, inciuding 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 Koshika Foundation before or after my treatment or fulfilment ol the 'purpose"

for which assistance is being roquested

2) I (Applicanl) further a9r6e that any such use of my name, address. pholo & dstails of the 'purpose", Ior which such assistance is requested/grantod.

wtt noi automatlcatly eniitle me for receiving or continuing the said assistanc€ The decision lor grant'ng and/or continuing the sssistranc€ will rest solely

with the Trustees of Koshika Foundation, and thgir decision is this rggard will b€ linal and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending lhis case/patienl for financial assistance from Koshika Foundation. we

(Hospilal) hereby affkm & accept followingi
iiif,Ii*i 

""itfuir "r" 
presen ynor will in-future avail of financial assistance from another NGO or any other source, tor the same patienucase, as we 8re

rcdrrcstino to oet from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requesled assistance is not granted

l"li..iii'r'i,irrioli"".-in ,"rt oi. rrrr, tr,"" the Hospital reserv€s ir's aght to m;k6 up the shortfall from anolher NGo or any other source This

;;"i;;;;; ;;;il""'t "rjr" tn"itt'u iro.pitrt witt not avart any duplicale assistance for the same patieiUcas€ from anv olher NGO or anv olher source'

2) The assistance trom Koshika Foundatroriii onlt frn;nciat in ;atule. The choice of the treatmenuprocedure advised/conducl€d by the Hospilal on lhe

;l1,ii "i:;;;;""; i;; ;;;;;;.;;1il"il it'Jpatieni a trre Hospitat, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill
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t,""i,iuni a it. orr"o.u & satety of the patlent, and Koshika Foundation will have no role orJosponsibilitv

in the matter.
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