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DECLARATION by APPLICANT: qT+({, ERI q}SqI !.d:

I hereby confirm lhat all details in this Form are True to lhe best of my knowledge. Any false statement will render myApplication a ongoing assistance' iI any'

2) I solemnly confirm that assista
liable lor rejection/canc€llation

nce, if received tom Koshika Foundation, will be us€d only for the 'purpose', as stated in this Form. for which such assistance

was requested by me

3) I hereby confrm lhat I have not & will not in future, avail oI reimbursement, in pad or in full' from any other source/employer/insurance compony' ol the amolnt

for which th is assistance is requested
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1)By afflxing mY sig nature or thumb impression on this Form, I iApplicant) he.eby 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 assistance is requested/granted, through ?ny

medium, including but not limited to verbal, print, electronic, for souciti ng donations lor Koshika Foundation and/or disseminating information aboutits

activities/achievements- Such use of my photo & details can be made bt Koshika Foundation before or after my lreatmenl or lulfilment of the 'pu lpoSe'

for which assistance is b€ing requested. " for which slch assistance is r6quested/granted,

2) I (Applicant) ludher agr€e that any such use of my name address' photo & detaits of the 'purpos€" for which such assistanc
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with the Trustees of Kostrixa founoarion' ariJlheir decis;n is lhis regard will b€ final and accoptable to m9
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By af{ixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation we

(Hospital) hereby afflrm & accept following

1) that we neither
requesting to get from Koshika Foundation

are presently nor will in future avail of financial

,totheextent that such assistance as gra
assistance from another NGO or a

nted by Koshika
nv other source, for the same
ioundation. lf lhe requosted

palienl/case, as we ar€
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Koshika Foundation in Part or in full, then the HosP ital reseNes it's right to make up the shortfall from another NGO or any other source. This

nfirmation essentiallY states that the Hospitalwill not avail any duplicate assistance for the sams patienucase from any other NGO or any other sourceby

2) The assistance from Koshika Foundation is onlY financial in nalure. The choice of the treatmenUProc€dure advised/conducted bY the Hospital on the
co

patient, is based on the a(angement between the Patient & the Hospita l, and is in no t{ay influenced bY Koshika Foundation. Hence. the Hospitalwill

assume sole & comPlete resPonsibilitY of the treatment & it's outcome & safety of the Patient and Koshika Found ation will have no role or responsibilitY
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