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DECLARATIO by APPLIGAXT: qri<fr EI( dcql cr:

1) I hereby confrm that all details in thls Form are True to the best o, my knowledge. Any talse statement will rende. my Application & ong{ring assistranco lt any,

liable lor rejec{iodcanc€llation.
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iApplicant) hereby agree & authorise Koshika Foundation and it's Truste€s to

ls of the 'gurpose', for which such assistance is requested/granted' through any

soticiting donations for Koshika Foundation and/or disseminating information about it's

made bi Koshika Foundation before or after my treatmsnt or fulfilmont of the "purpose"

for which assistance is being requestod.

2) I (Applicant) funher agree that any such use of my name, address, pholo & details of the 'purpos€", for which such assistancl is requgstod/grantod,

Jitt not automaticatty eniifle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistancs will rest solgly

with the Trustees of Koshika Foundataon, and their d€cision is this rogard will be fin8l and scceptablo to m6.
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1) By affixing my signature or thumb impression on this Form' I

use/publish/put-upkeproduce my name, address, photo & detai

medium, including but not limited to verbal. print, electronic, lor

activities/achievements. Such use of my photo & details can be
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By affixing hereunder, signature of ou rAuthorised signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital)herebY affirm & accept following
1) that we neither are presently nor will in futlre avail of financial assistance from another NGO or any other source, for the same patient/case, as wg are

requesting lo gel from Koshika Fcundation, to the extent that such assistance is gra nted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation. in Part or in full, then the Hospital reserves it's right to mako up the shortfalt from anothe r NGO or any other source. This

confirmation essentiallY stal6s that the Hospital will not avail any duplicate assistanco for the same patienucase from any other NGO or any other source

2) The assistance lrom Koshika Foundation is only financial in nature. The choice of the tr€atment/proc€d u re advised/conducted by lhe Hospital on th€

patient, is based on the anang€ment betwesn the patient & the Hospital, and is in no way inlluenced by Koshika Foundation. H€nce. the Hospital will

assume sole & compi€te responsibility of the treatment & it's outcome & satety ol the pati€nl. and Koshika Foundation will have no rol€ or responsibility

in the matter.
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