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DECLARANON by APPLICAT{T: eI+(6' Em dlql vr:
'1) I hereby mnfum that all delails in this Form are True to the best of my knowl€dge. Any false statement will rendsr my Application & ongolng ssslstance, if any,

liable f or rejeclion/cancellalion.
Z) t sotemnly ionfrm frat assistanca, if receivod from Koshika Foundation, will be used only for the 'purpose", as stat€d in f s Form, for whlch such assistance

was requested by me.
:iifreriOy connrm tf,af f have not & witlnot in fulure, avail of reinbursement, in part or in full, from any other sou.ce/employor/insuran€e company, ol the amount
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1) By affixing my signature or thumb impression on this Form, I iApplicanl) hereby agree & authorise Koshika Foundation and ifs Trustees to

use/puOtistrtput-uplieproduce my name, add.ess. photo & details of the 'purpose", for which such assistancl is requested/granted, lhrough any

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

activities/achievements. Such use of my photo & details can be made by Koshika Foundalion before or aftsr my treatrnent or fulfilmqnt ot the 'purpose"

for which assistance is b€ing requested.
2) I (Applicant) further agreJ lhat any such use of my name, address, photo & details of the 'purpose". ,or which such assistance is requested/granted,

witt not automatically enii(e me for rec,eiving or conlinuing the said assistance- The decision for granting and/o. continuing the assistance will rest solely

with the Trustsss of Koshika Foundation, and their decision is this rogard will b€ finaland acceptablo to m9.
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By aflixing hereunder, signature of our Authorised Signatory lor recommending this case/palient lor financial assistance from Koshika Foundation. we

(Hospital) hereby atfirm & accept following
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presently nor will in-future avail of financial assistance from another NGO or any othor source, for the same patignt/case, as we are

r;questing to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

Oy ioitrit"" fo"rna"ton, in part or in full, then the Hospital reserves it's right to m,ke up the sho.tfall hom another NGO or any oth€r source. This

c;nfirmation essentially sdt6s that the Hospital wiil not avail any duplicaie assistanco for the same patienucaso from any glher NGO or sny other source
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f|.oni Koshika Foundation is only financial in ;ature. Ihe choice of the treatmenuprocedure advised/conductsd by the Hospital on the

plfient, ii OaseO on ttre arrangement between th;patient & the Hospital, and is in no way influenced by Koshika Foundation. Hsnce. the Hospital will

lirur" iof" C aorpf"te resp;nsibility ol the treatment & it's outcome & safety of the patlent, and Koshika Foundation will have no role or responsibility
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