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OECLARATION by APPLTANI ard<6' m slcqr vr:
1 ) I hereby confirm that all details in this Form are T.ue to the best of my knowledge. Any false slatemenl will rend€r my Applicatjon E ongoihg assislance, if any,

liabls for r€jectbrrcancellalion.
zti *f"rAilrnt- tat assistanc€, if rec€ived frcm Koshlka Foundation, willbe used only for t1e'purpose', as stated in lhis Forn.lor which sucfi assistance

was requested by trE.
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1) By afixing my signature or thumb imprcssion on this Form, I

use/publish/pulup/reproduce 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

for which assistancs is being requestod'

2) I (Appticant) turther agreJthai any such use o{ my name, address, photo & detalls ol the 'purpos€', lor which such assistance is requested/granted,

rJrtt noi automiticaly eniiue me for recelving or continuing the said asiistance. The decision for granling and/or @ntlnuing the assistance will rest solely

with the T.ust€es of Koshika Foundation, and their dscision is this rBgard will b€ linal and acceptable to me.
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By aflixing hereunder, signature of our Authorised Signatory for recommending this cas€/patient tor linancial assistance lrom Koshika Foundation we

(Hospital) herebY afllrm & accept following
1)that we neither are presently nor wlll in future avail of financial assistance hom another NGO or any othor sourc€. for tho same patient/case, as we are

requesting to get from Koshika Foundation, to the extent that such assistanc€ is granted by Koshil€ Foundalion.
to make up the shortlLall ftom anothe

lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospital reserves it's right r NGo or any other source. This

confirmation essontially stales that the Hosp ital will not avail any duplicate 8ssistance for the same pati€nt/case from any other NGO o. any oth6r source

The assistance from Koshika Foundalion is only financial in nature. The choice ol the treatmenuprocrdure advised/ conducted by the Hosp[al on the

(Applicant) hereby agree & authorise ltushika Foundalion and it's Trustees to

ls ofthe'purpose', for which such assistanca 13 rgquested/granted, through any

soliclting donations for Koshlka Foundatlon and/ol disseminsting lnformatiofl about it's

made bi Koshika Foundation betore or after my treatment or futfilment ot the 'purpose'

2)

in the matter.
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pati6nt. is based on the arrangement between
assu me sole & complete responsibility of the ke

the pati€nl & the HosPital, and is in no way influenced bY Koshika Foundation. Hgnce, the Hospitalwill

atm€nt & it's outcome & ssfety of th€ patient, and Koshika Foundation will have no role or responsibility
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