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DECLARAION by APPLICANT: iIi<s' !m dcqr rn:

1) I hereby confm that all details in his Form are True to the besl ot my knMedge. Any false statemenl will rendsr my Application & ongolng assistano€. it any,

liable for rejeclion/can@llation.
Ztii"i"-"fy-i""ti. tf,ai assistance, if received from Koshika Foundation, will be used only for the 'purppse', as stated in thls Form. for which suc+l assistanc€

was requesled by me.
5iir,",ioii""n,i. tnrr I have not & wi not in futurc, availof rcimbuFement, in pad or in lull, from any other sourcs/employer/insurance compEny, of tha amount

1)By affixing my signature or thumb impression on lhis Form l

uselpublish/pu!up/reproduce my name, address, photo & detai

medium, including but not limited lo verbal, print, electronic' for

activities/achievements. Sllch use of my photo & details can be

rApplicant) hereby agree & aulhorise Koshika Foundation and ll's Trustees to

ls oithe "purpose;, fol. *hich such assistance is requested/granted' through any

solicitino donations lor (oshika Foundation and/or disseminating information about it's

rn"iri"v i"tii*" i"r"dalion befo'e or after my treatment or fullilment ol the'purpose"

lor which assistance is being requested-

2)|(Aoplicanl)furthelagreethatanysuchUssolmyname,address'photo&detallsofthe.purpose",lolwhichsuchassistanceisrequested/granted,
wi1 not automaticatly entitte me for receivini"o:r *iii.rrgiir" t;id ,i"istance The decision ior granting and/or clntinuing thg assistanco will rest sololy

*itr ir," r."tu"" or'roshika Foundation, a;d thek decision is this regard will be tinal and acleptable to me'
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By aflixing hereu nder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby afiirm & acceot following

1) that we neither are presently nor will in futu re avai ol financial assistance from another NGO or any other source.lor the same pationvcase, as we are

requesting to get lrom Koshika Foundation to the exlen t thal such assistance is granted by Koshika Found ation. ll the requested assistance is not granted

by Koshika Found ation, in part or in full. then the Hospital reseNes it's right to make uP the shortlall from another NGo or any other source. This

conflrmation essenliallY states ihat the Hospilalwill not avail any duPlicaie assistance for the same patieiUcas e from any oth;r NGO or any other source

2)The assislance from Koshika Foundation is only financial in nature The choice ol the treatmenvprocedure advrsed/conducted by the Hospital on the

patient, is based on the anang ement between the patient & the Hospila I, and is in no way influenced bY Koshika Foundation. Hence, the Hospital will

assume sole & complete resPo nsibility of the treatment & it's outcome & safety ot the Pationt, and Koshika Foundation will have no role or responsibility

for which this assistance is requested.
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