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DECLARATp by APPLTCANT wi(f ERr *cqr !r:
'I ) I hereby confim lhat all dEtails in this Form are Truo to the best o, my knowledge. Any Ialse slalement will render my Application & ongoing assistance, it any,

liable for Eiectiodcancellation.
2) I solemdy clnfirm that assistan6, if received from Koshika Foundation, will be used only for ths 'purpos€', as stated in this Form, for whidl such asslslancg

was requested bY me.
3)l hereby confi;n that I have not & will nol in future, availol reimbursement, in part or in full, ftom any other source/empbyer,tnsurance company, ot the amount

for which this assislance ts requEsted.
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l) By afllxing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Truste€s to

use/publish/put-up/ieproduce my name. address, photo & details of lhe 'purpose', lor which such assislance is requested/grantsd, through any

medium, inciuding but not limiled lo velbal, print, electronic. for soliciling donations fo. Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or fullilment of the 'purpose'

for which assistance is b€ing requested.
2) I (Appticant) further agree that any such use of my name, address, photo & details of the 'purpose", for which such assistance is requosted/granted,

wilt not automaticalty entitle me for receiving or continuing the said assistance- The decision for granling and/or continuing the assistanc€ will rest solely

with lhe Trusteos of Koshika Foundation, and their decision is this regard will be final and acceptable to me
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By affixing hereunder, signature of our Authorised Signalory for recommending this case/palient tor flnancial assistance from Koshika Foundation we

(Hosprtal) hereby atfirm & accepl following.
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presently nor will in future 6vail of financial assistance lrom another NGO or any other source, lor the same patienucase, as we are

rJquesting to get trom Koshik; Foundation, to the exlent thal such assistance is granted by Koshika Foundation. lfthe requested assistanc€ is not granted

ov-io"iiiil i,i*o"iion, in part or in full. then the Hospital reserves it's right to m;ke up the shortfall frorn another NGo or any other source. This

i6nnrmation essentiaffy sdtes that the Hospttal will not avail any duplicaie assistanc? for the same patieiucase from any other NGO or any other sourc€.

iiif," "".iiti""" fro"iKoshika Foundatioriis onty financial in natut..The choice of the treatmenuprocedure advised/conducted by the Hospil-al on lhe

oatient is based on the arranqement uet"reen ihe'patient E the Hosprtal. and is in no way influenced by Koshlka Foundation. Hence, the Hospitalwill
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irri ,1.""t'i"ni a it" ort*ni" & sarety ot the pati6nt. and Koshika Foundation will have no role or tesponsibilitv

in the matter.
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