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OECLARAIIOiI by APPLICANT: En*(si fm siqqr cx:

1) I hereby confim that all dotails in lhis Form are True to the b€st of my knowledge. Any talse statement will render my Application & ongoing assislance, af any,

Iiable tor rejectiorrcancelhtion.
2) I solemnly ;onfirm that assistance, if received from Koshika Foundation, will be usod only for lhe "purpose', as stated in thls Form, for which such assistancs

was requested by me.
Sf inerlUy conRrm fmt I have nol & will not in future. avail of reimbursement, in pad or in full, from any other source/employer/insurance cfipany, oI the amount

for which this assistance is Equesled.
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i ) By afllxing my signature or thumb impression on this Form, I rApplicant) her€by agree & authdris€ Koshika Foundation and it's Trustees to

use/pubtish/put-up/reproduce my name, address, photo & detaili of the 'purpose", for which such assistanca is requested/granted, through any

medium, inciuding but not mited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achieve;ents. Such use of my photo & details can be made by Koshlka Foundation belore or after my treatment or fullilm€nt ot lhe "purpos€"

tor which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & d€tails of the 'purpose", for which such assistanc€ is rsquested/grant€d,

witt noi automaticalty eniifle me for receiving or continuing the said assistancs. The decision for granting and/or continuing the assistance will rest solgly

with the Trustees of Koshika Foundation. and their decision is this regard will b€ final and acceptable to me.
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By affixing hereunder, signatu.e of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we
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presenty nor will iniuture avail of financial assistance from another NGo or any olher source, for the same pationucase' as we are 

.

rdquesting to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

L},-f"iiilE i"'r"o"irr. in part orin full, then the Hospital reserves it's right to m;ke up the shortfali from another NGo or any othor source. This

c6nfiimation essentiatty st;tes that the Hospital will not avail any duplicaie asslstance for th€ same patienucase lrom any other NGO or any other sourca'

2) The assistance from Kostrrka FoundatioriiJonly financial in ;ature. The choice of the treatmenl./proc€dlre advised/conducted by the Hospital on lhe
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trt" tr"atment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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