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DECLARAnOiI by APPLICAIITT qri(6 Em dson c1l

I ) I hereby confirm thal all details in this Form are True to the best ol my knowledge. Any false slatsment wlll render my Application & ongolng assistance. if any,

liable for rejectionicancellatjon.
2) lsolemnly confirm that assistance, if rcceived trom Koshika Foundation, wlllbe used only for the "purpos€'. as stated in ttris Form.lorvoich such assistance

was requesled by me.
3) I hereby confirm that I have nat & will not in future, avail of reimbursement, in part or in full, hom any other source/employer/insurance cofipany, of the amount
for which lhis assistance is requested
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1) By afilxing my signaturetr thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika

use/publish/pulrrD/reproduce rny name, address, photo & details of the "purpose", for which such assistance i

Foundation and it's Trustees to

s requested/granted, through any

By affixing hereunder, signature of our Authorised Signalory for recommending this case/patient for financial assistanco from Koshika Foundation, wo

(Hosprtal) hereby afllrm E accepl followhg'
i) that w; neith;r are presentlynor witt injuture avail of financial assistance from another NGO or any other source, lor the same patienucase, as we are 

.

requesting to get from Koshik; Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lflhe requested assistanc€ is not granted

Uy-foinit-a fo-unaation, in part or in full, lhen th6 Hospital reserves it's right to make up the shortfall from another NGO or any othsr source. This

c;nfirmation essentialty st;tes that lhe Hospital will not avail any duplicaie assistsnc€ for the same patioxucase from any oth€r NGO or any other source.

ii tne assistance trom Koshika Foundatio; is only financial an nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

pltient, is based on the armngement between th;pa ent & th€ Hospilal. and is in no lvay influenced by Koshika Foundalion. Honce, the Hospitalwill

assume sole & compt€te resp;nsibitity of the treatment & il's outcome & safety of ths patient, and Koshika Foundation will h8ve no role or responsibility

medium, inclu( ,g but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundalion and/or disseminating information about its

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or atler my troatment or fulfilment of the "purpgse'

for which assistanc€ is boing requested.
2) I (Applicant) further agree that any such use of my name. address, photo E details of the 'purpose". lor which such assistrance is r€quested/granted.

wilt not automatica y eniitle me for receiving or continurng the said assistance. The decision for granting and/or continuing the asslstance will rest solely

with the Trustees of Koshika Foundation, and their decision is this r69ard will be final and acceptablG to me.
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