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DECLARATION by APPLIGANT: icri(6 !m qiqlll !'{:
'1 ) I hereby confirm that all details in this Form are True to lhe best of my knowledge. Any false stalement will rsndsr my Appllcation & ongdng assistanoe. if eny,

liable f or rejectiorvcancellslion.
Zf iioi".nfv-i""ni, tfrjiassistance, it received from Koshika Foundation. will b€ used only tor the 'pu.pose', as stated ln thle Form. for which such assistance

was requested bY me.
Jiif,"riruy 

""nni. 
tf,ar f have not & willnot in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which this assistance is requested
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'l) By afllxing my signature or Ihumb impression on this Form, I

use/oublish/put-up/reproduce my name. address, photo & detail

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

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

for which assistance is being requested.

2) I (Applicant) turther agreJthat any such use of my name, address. photo & details of the'p!rpose". for which such assistance is requested/grant€d,

wiI not automaticalty enii(e me for receiving or continuing the said assistance. The decision for granting and/or continuing the Sssistance will rost solely

with the Trustees of Koshika Foundation, and their decision is this rsgard will be final and ac,c€ptabl€ to m9.
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By affixing hereunder, signature of our Authorised signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept tollowing.
ir iilr -i ".imj.,," ..esen v nor wr rnluture avail of financial assistance lrom another NGO or any other 3ourc6, for the same patisnt/case' as we are 

.

#dijliri*'ii 'sii t,ii'i;"r'iiJ r"r"J.t 
"", 

t" g,e extent that such assistance is granted by Koshika Foundation. lflhe .equested assislance is not sranted

o-v xoit,i"" iotnort,on, in part or in fult, the;tte xosp,tat reserves its right to m;ke up th; shorfallftom another NGo or any other source This

l6nRimatron essentiatty sdtes that the Hospital will not avail any dupticalo asslstanca for the same pati€nucase from any other NGo or 8ny oth€r source

iiir,. i".,stin"" rro,riroshika Foundatioriii ontt fin;;c'al in ;atu; The choice of the treatmcnuprocedure advised/conducted by the Hospitalon the

oatient is based on lhe arranqement betw6e; ihe'patieni i ttre lospital, and rs in no way influenced by Koshika Foundation Hence, the Hospitalwill

::#l; :fft#;[,";;;;;ii;il;iil; i,""i'i""irf ir;tour"o"i" & sarety or lhe patient, and Koshika Foundalion will h€ve no role or responsibllilv

in the matter.
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rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

soliciting donations for Koshika Foundation and/or disseminating information about it's

made bt Koshika Foundalion before or after my lreatment or fulfilment of the'purpose"
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