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DECLARATIOT{ by APPL|CAilT: E iq'6 Ero dc,"qt yd:

1) I hereby conlinn that all details in this Form are True to lhe best ot my knowledge. Any false statement will rendsr my Appllcation & ongoing asslstance. it any,

liable for rejectiory'cancellation.
2) t solemnty i;onfirm ttat assistance, if rec€ived ftom Koshika Foundation, will be used only for the'purpose-. as stated in this Form, for which such sssistanc€

was requested by m6.
giin",;tconn- thaf f have not & will not in future, avail of reimbuIsement, in part or in full, from any other source/€mployer/in$urance cotnpany' of the amount
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

uselpuUtist[ut,uplieproduce my name, address, photo & details of the "purpose", for which such assislance is requested/granted. through any

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

activities/achieve;enb. Such use of my photo & details can be made by Koshika Foundation before or afler my treatment or fulfilment of the 'purposc"

for which assistance is being requ6sted.

2) I (Applicant) lurlher agree lhat any such use of my name, address, photo & details of the 'purpose", for which such assistance is roquestod/granted.

witt noi automaticatty entite me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistanco will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final 6nd acceptable to me.
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By affixing hereunder, signature of our Authorised Signalory for recommending this case/patient for linancial assislance from Koshika Foundation, we
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rJquesting fo get from foshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Uy'Xosnili fo'unOation. in pa( or in full, lhen the Hospital reserves it's right to make up the shortfall f.om anoth€r NGO or any othor source. This

c6nfiimation essentially st;tes that the Hospital will not avail any duplicaie assistance for th€ same patienucase lrom any other NGO or 8ny other sourca.

ijthe assistance trom Koshika Foundatio; is only financial in ;alure. The choice ofthe treatmenuprocedrre advised/conducted by the Hospital on lhe

pltienf, is based on the arrangement between thipatent & the Hospital. and is in no way influenced by Koshika Foundalion. Hence, the Hospitalwill

assume sole & complete resp;nsibility of the trealment & its oulcome & salety oI the patient, and Koshika Foundation will have no role or responsibility
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