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DECLARATIOT{ by APPLICAII: qr+<6 ERr SiCln r{:
'l) I hereby confm lhal all details in this Form are True to the best ol my knowledg€. Any false statement will rond€r my Application & ongdng assbtanc€. if 8ny,

liable for rejectiorrcancelhtion.
2) I solemnly ;onirm flat assistance, if rec€ived from Koshika Foundation, will be used only for the 'purpose', as stated ln fiis Form, for whict such a$sbtance

was requested by me.
Siif'"'tli*nn- ma I have not & willnot in fulure, availof reimbursement, in pa.t or in full, from any other source/employer/insurance cornpany, ol the amount

for which ihis assislance ts requested.
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1) By afllxing my signature or thumb impression on this Form, I rApplicant) hereby agtee & authorise Koshika Foundation and it's Trusteos to

usetpuUtisnilut"uplieproduce my name, address, photo & details ol the 'purpose", for which such assistance ls requosted/granted, thmugh any

medium, inciuding buf not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating infomation about it's

activities/achievemenls. Such use of my photo & details can be made by Koshlka Foundation before or after my troatment 0r fulfilment of the 'purpose"

for which assistanco is being requested.

2) t (Applicant) further agree that any such use of my name, address, photo & dEtails of the 'purpose-. for which such assistance is requested/granted'

wil not automalically eniile me for receiving or conlinuing the said assistance. The decision for granting 8nd/or continuing the assistancs will rest sol€ly

with the Trustees of Koshika Foundation, and their decision is this r6g8rd will b6 linal and acceptabla to mo.
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By affixing hereunder. signature of our Authorised Signatory for .ecommending this case/patienl for financial assisiance from Koshika Foundation we

(Hospital)hereby affirm & accept following:
iitf';t *6 n"iG, 

"r" 
presently nor witt iniuture avail of financial assistance kom another NGO or any other source, for th6 same patienucas€, as we are

rJqueiting fo gef from Koshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation lfthe requested assistance is not granted

;},'ioitrirl irlnt"tion. in part or in tull, then the Hospital reserves it's right to rn;ke up the shorttall from anolher NGo or any other source. Thls

"6ntiirrtion ""r"nti"tty 
sdtes that the Hospital will not avail any duplica[e asslstance for the same patienucase from any other NGO or 8ny other sourc€.

2) The assistance lrom Koshrka Foundatro; is only financial in ;ature. The choice of the treatmenvproced!re advised/conducted by the Hospital on lhe

il,rc'irliioli"i ""ir," 
airangement between the pati€nl & the Hospital, and is in no way influencBd by Koshika.Foundalion. Hsnce, the Hospitalwill
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a iorpf"te resp;nsibitity of the treatment & il's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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