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DECLARATIoN by APPLICAI{T: qrt(d ERI dqqM:
1) I hereby confirm lhat all details in thls Form are True to lhe b€st of my knowledge. Any false statemenl will render my Applhation & ongoing asslstrance. if any,

liable for rejectiodcanc€llation.
Z) I solemnly confirm that assistsnce, if received lrom Koshika Foundation, willbe usod only for the "purpos€'. as stated in thls Form, for which such assistanco

was requesied bY me.

:ft nereUy conti- ff,at t have not & will not in luture, avarl of reimbursement, in part or in full, from any other source/employer/insurance company, of the a

for which this assisiance rs requested.
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I,GREEI',ENT by APPLICANT ( BT{ 6m)

1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

use/puUlish/iut-up/ieproduce my name, address, photo & datails of the 'purpose', lor which such assislance is request€d/granted, through any

meoium, including buf not limited to verbal, print, electronic, for soliciting donalions for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be rhad6 by Koshika Foundation before or afler my tr€atmenl or fulfilment ol the 'purpose'

for which assislance is being requ6sted

2) I (Applicant) lurth€r agree that any such use of my name, address. photo & details of the 'purpose'. tor which such assistance is r€qu9sted/granted,

witt noi automaticatry enii(e me for receiving or continuing the said assistance. The decision lor granting and/or continuing lhe sssistance will rest solely

with the Trustees of Koshika Foundation, and their dscision is this roga.d will be finsl and acceptable to mo.
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By aflixing hereun der, signatu.e of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienucase, as we are

requesting to get fiom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf lhe requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it s right to m,ke up the shortfall from another NGO or any other source. This

conf irmation essentiallY states that the Hospital will not svail any duplicate assistance for the same patisivcase from any other NGO or any other sourca

2)The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the arrang ement between the patient & the Hospital. and is in no way influenced bY Koshika Foundation. Hence, thg Hospital will

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Found ation y/ill have no role or responsibility

in the matter
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