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OECLANATON by APPLICAT{T: TCI*(6 ERI dSqI Cx:

1) I hereby confirm lhat all details in this Form are True to the besl of my knou/,edge. Any fals€ statement will render my Application & ongolng assislanc€. if any,

liable f or rejectiorrcanc€llation.
Z) iiotemnty iontrm tlat assistance, if rec€ived lrom Koshika Foundatlon, willb€ used only for the'purpose", as stated in thls Form. fo. which such assistance

was requested by me.
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tf,at f have not & will not in futue. availof reimbuGement, in part or in full, from any other source/employer/insurance company, of the amount

for which ihis assistance is requested
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1) By afiixing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name, address, photo & detail

medium, including bui not limited to verbal, print electronic' for

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

tor which assistance is being requostsd.

2) I (ADolicant) further aqree that any such use of my name. address, photo & dstalls of the 'purpose', for which such assistance is requested/grant€d,

*irr noi 
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uniitle ,e fo, ,e'ceiving or continuing the said assistancs. The decision for granting and/or continuing the assistancr lvill rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and acceptable to mo.
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By affixing h ture of ourAulhorised Signatory for recommendang this case/patienl for financial assistance lrom Koshika Foundation. we

(Hosprtal) hereby affirm & accepl Iollowing:
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"|." 
presenfly nor wilt inluture .vail of linancial assislance from another NGo or any other sourcc. for the same patient/case, as we are

lquesting to get trom Xoshik; Foundation, to the extent that such assistance is granted by Koshika Foundation lllhe requested assistance is not granted

l,,'i""iiiil i.l"orii"", in part or in tu . lho; rhe Hospital reserves its nghl lo m;ke up th; shortfall from another NGo or any olher source This

c6nfirmation essentiatty st;tes that the Hos;il;i will not avail any duplicaG assistance for the samo patieiucase from any other NGO or any other sourcE'
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oalient. is based on tha ananqement between ihe'patient E the Hosprtal, and is in no way influenc;d by Koshika Foundation. Hence the Hospitalwill

:::il1;';J;il;;i;i"";pil;iitt;iii; i,""r'i""ia iitourco.e & sarety of the paient, and Koshika Foundation will have no role or responsibilitv

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

s of the 'purpose", for which such assistance is requested/granted. th.ough any

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

made by Koshika Foundation belore or after my treatmenl or fulfilment of the 'purpose'
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