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OECLARAIIOI{ by APPLICA T: qr*(6 Em qiclll rn:

I ) I hereby confirm thal all delails in this Form are True to lhe best ot my knowledge. Any false stalement will render my Application & ongoing asslstance, i, any,

liable tor rejection/cancellation.
2) I solemnly;nfirm that assistanc€, lf received tom Koshika Foundation, will be used only for the'purpose', aE stated in this Form, for whlch such assislan@

was requested by me.
aiih",tUi*nnrm ti,"t I have not E will not in future, avaal of reimbuEement, in part or in full, from any other source/employer/insurance company, of the amount
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1) By afilxing my signature or thumb impression on this F6rm, I

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

medium, includinq but not limiled lo verbal, print, electronic, for

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

for which assistance is being requosted

2) I (Applicant) fudher agree that any such use of my name, address. photo & details oI the "purpose", for which such assistahc€ is rEqugsted/grant€d,

will noi automaticalty entile me for receiving or continuing the said assistance. The decision for granling and/or continuing the gssistanc€ will rest sololy

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptablo to me
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospilal)hereby atfirm E accepl following:
it irrit *6 n"iGr ur" presenfly nor wilt in-future avail of financial assislance from another NGO or any other sourc€, foi the same patisnt/case' as we are

iJqreitng to g"t t,o. Xoshik; Foundation. to the extent that such assistance is gtanted by Koshika Foundation. lflhe requested assistance is not oranted

ou-io"f,,li fo"rno"tion, in Dart or in lull. then the Hospital reserves it's right to mike up ths shortfall from another NGo or any other sourco. This
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ffi;;';; t;;t;i" i""pi"iiuiiiiv 
"f 

gr" treaiment & it's ourcomo & safety of the patlent, and Koshika Foundalion will heve no role or responsibility

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

i of lhe "purpose', for which such assislance is requested/granted' through any

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

made by Koshika Foundalion before or afl€r my tr€atment or fulfilment of the 'purpose"
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