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DECLARATION by APPLICANI siri<6 Er[ S]Sqr c?:

1) I hereby conlirm thal all details in this Fom are True to the best of my knowledge. Any false statement will render my Applic€tlon & ongolng assistance, il any,

liable ror rqection/cancellalion.
2) I solemnly confrm that assistrance, if rgceived from Koshika Foundation, will be uged only for the 'purpose', as stat€d in this Fom fo'I which sudr assis'lan@
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1) By aflixing my signature or thumb impression on this Form, I

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

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

activities/achievements. Such use ol my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ti oitt"'prrpot":. tir' *hich such assistance is requested/granted' through any 
. .

"o]i"itingi;"tiont 
fo, Koshika Foundation and/or disseminating inlormation about it's

,rl" oi k""r'ii" for"dation belore or after my keatmenl or fumlment of lhe 'purpose'

for which assistance is being requestsd.

2) I (Applicant) further agree that any such use of my name' address' photo & d€tails of the 'puoose'' 
'or 

lvhich such assistance is roquested/granted'

will not automalicalty entitle me for receivini-o-r -iii,.rring tr" ""ia "t"istance. 
The decision ior granting and/or continuing the assistance will rest solely

wittr ttre Trustees of'Xoshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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By afilxing hereunder, signature of our Authorised Signatory for recommending this caseipatient for linancial assistanco from Koshika Foundatiofl' we

(Hospital) hereby afflrm & accept lollowin9:
1) that we neither are presently nor will in future avail ol financial assistance from anothsr NGO or any other source, for th€ same Patient/case, as we are

reQuesting to get ftom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistanc€ is not granted

by Koshrka Foundation. in Part or in fult, then the Hospital reserv€s it s right to make up the shortfallftom another NGO or any other source- This

confirmation essentiallY states that th6 Hospitalwill not avail any duplicat€ assistance for the Same Pationvcase from any other NGO or any other sourco

2) The assistance from Koshika Foundation is only financial in nature The choice of the keatmenuProcedure advised/conducted bY the Hospital on the

patienl , is based on tho arrangom6nt between the patient & th€ Hospital. and is in no way influenced bY Kosh ika Foundalion. Hence , the Hospital will

assurne sole E complot€ responsibi lity of the treatrnent & it s outcome & safgty of the pati€nt, and Koshiks Foundation will have no role or responsibility
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