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DECLARANOT by APPLICATIT: sTTIq'T lRI dCqI V{:

1 ) I hereby confirn that all details in lhis Form are True to the besl of my knowledge. Any talse statement will render my Applicatioh & ongoing asslstance, if any,

laable for rejectio.y'cancellation.
2) I solemnly ;nfirm that assistiance, if received lrom Koshika Foundation. will be used only for the 'purpo6e', at staled in this Fom, lot whidt such asaistance

was requested bY me
Siih";LV -ntfi th"t I have not & will not in future. availof rcjmbuEement, in part or in full, from any other source/employer/insurance company, ot the amount
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1) By affixins my signature or thumb impression on this Form, I iApplicant) her€by agree & authorisd Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & detaits of the 'purpose", tor which such assistance is requested/granted, through any

medium, including but not timited to verbal, print, electronic, for soliciting donations for Koshika Foundatron and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundalion belore or afler my treatment or fulfilment of lhe 'purpose'

for which assistance is bging requesled

2) I (Applicant) further agree that any such use of my name, address, photo & details of the'purpose'. for which such assistance is requested/granled,

witt noi autoriticatty enti e me for receiving or cohtinuing the said assistance. The decision for granting and/or conlinuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to m8.
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By afflxing hereunder, stgnature of our Aulhorised Signatory for aecommending this case/patient for financial assistance from Koshika Foundation. we

(Hosprlal) hereby affrrm & accept following:
iiifrii *6 n"iGr u," presenty nor will iniuture avail of financial assistance from another NGO or any other sourc6, for the same patienucaso, as we are

iJqr""ting to g"l fio.'Xoshik; Fo'lndation, to the extent that such assistance is granted by Koshika Foundalion. llthe requested assistanc€ is not granted

uv"i""ii]i"" i"'r"o"io". in part or in rull. then the Hospital r€serves its right to m;ke up the shortfall f.om another NGo or 8ny other source. This

c;nnimation essentialty st;tes that the Hospital will nol avail any duplicaie assistanco for the same pationucase from any olher NGO or any other source'

2) The assrslance from Koshika Founoatroriis only financial in nature. The choice ol the treatmenuprocedure advised/conducted by lhe Hospital on lhe
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