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oEcLARATlo by APPLJcaNT: qli<6 Em dsq cr:
1) I hereby cglfirm hat all details in this Fom are True to the best of my knowledge. Any false staternent will r€oder my Application & ongolng s6sislanoe, if any,

liable for rejocliory'cancellation.
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'l) By afiixing my signature or thumb impression on this Fotm, I

use/publish/put-up/reproduce my name. address, photo & detai

medium, including but not limited to verbal, print, electtonic, for

activities/achievements. Such use of my pholo & details can be

(Applicant) hereby agre€ ! authorise Koshika Foundation and it's Trustees to

ti oi ttr" 'prrpo""t, f, *hich such asslstance is requested/granted' through any

Jiciting donations lor Koshika Foundation and/or disseminating information about lt's

maOe b-y fosnika foundaton b€fore or atter my treatment or lumlment ofthe'purpose'

for which assistance is being requested.

2) I (Applicant) lurther agree that any such use of my naBre, add.ess, photo & details ol thE 'purpose', lol which such assistance is requested/granted'

wifl not automatically entitle me tor receiving or continuing ttte saio assistance. The declsion tor granling and/or continulng the sssistsnc€ lvill rest solely

with the Trustees of Koshika Foundation, and their decision is lhis regard will bg final and acc€ptable to me'
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By aflixing hereunder, signature of our Authorised Signa tory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accePt lollowing
1) that we neither ar€ prgsently nor will in Iuture avail of financial assistance lrom another NGO or any other source, lor the same patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation. in part or in full . then the Hospital reserves il's right to make up the shortfall from another NGO or any other sourcs. This

confi rmation essentially states that the HosPital will not avail any duplicate assistance for lhe same patienUcase from any other NGO or any other sourca

2)The assistance from Koshika Foundation is only flnancial in nature. The choice ol the featmenvprocedure advised/conducted by the Hospital on the

patient, is based on the arrang€menl between the pationt & the Hosp ital, and is in no way inlluencsd by Kosh ika Foundation. Henca, the Hospitalwiil

assume sole & complete rssponsibility of the treattn€nt & it's oulcome & safety of the patient, and Koshika Foundation will hav€ no role or rosponsibility

in the maner.
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