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DECLARATIOII by APPLICANT: qli<s Em dlql ra:

1) I hereby conllrm that alldetails in lhis Form are True lo the best of my knowl€dge. Any false slatomentwill reoder my Application & ongoing assislanca. if any,

[ablo for rejec[orrcancsllation.

a i;;;y ;;; drai assistance, if received lrum Koshika Foundation, will be used only for th€ 'purposs', as stiated in this Form fo' which sudr assistance
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l) By afiixing my signature or thumb impression on this Form, I

use/publish/put-upkoproduce my name, address, photo & detail

medium, including but not limited to varbal, print, elEctrqnic, for

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

(Applicanl) he.eby agree & authorise Koshika Foundation and it's Trustees to

, oi trr" 'purpot";, t* *hich such assistance is requested/granted, through any

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

maOe iv iosfrig foundation before or after my treatment or fumlment ofthe'purpose"

tor which assistance is being requested.

2) l (Applicant) further agree that any such Use of my name, address, photo & d€tails of ths .purpose', for which such assistance is requested/granted,

will not automaticafly entitte me tor recetvin! or tntinuing the saio assistance. The decision ior granting and/or continuing the asslstrance will rost solely

with the T.ustees of Koshika Foundation, a;d their decision is this rsga.d will be final and acceptable to m6'
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By afllxing hereunder, signatute of our Authorised Signatory for re@mm€ nding this case/patient for rinancial assistiance from Koshika Foundation' we

(Hospital) hereby affirm & accept iollowing
1) that we neither are presently nor will in Iuture ava il of financial assistance from another NGO or any other source, for the same patienucase, as we are

requesting to get hom Koshika Foundation, to the extent that such assistance is I ranted by Koshika Foundatio n. lf the requested assistance is not granted

by Koshika Foundation, in Pad or in lull, then the Hospital reseNes lt's right to make up tha shodfall fiom enother NGo or any other source. This

conllrmation essentially states that th€ Hospita lwill not avail any duplicat€ assistanc€ lor the samo pati€nucase from any oth€r NGO or any olhor Source

) The assistance from Koshika Foundahon is only
;tient. is based on the arrang€ment betw€en the

financial in nature. The choice ot the treatmenUprocedure advised/ conducted by the Hospitalon the
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patient & the Hospital. and is in no way inlluenced by Koshika Foun dation. Hence, ths Hospitalwill

ssume sole & compl€te rgsponsibility of the treatrnenl & it s oulcome & safety of the Patient, and Koshika Foundation will have no role or rosponsibility
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