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DECLARAIoI{ byAPPIJCANI: a{*(6 !m siqql Yr:

1) I hereby confirm hat all details in this Form are True to the besl of my knowledge. Ary false statement will render my Applicstion & ongoing assistance, if any,

liabl€ fo r rsiection/cancEllation

a;;;i;;; haiassistance. rf rEceived lrom Koshika Foundation, will bs used only for th€ 'purpos€', as stated in lhis Form. tor which such assislanco
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for which assistance is being requested.

2) I (Appli;anq fudher agree-rhaiany such use of my name, addresg, photo & d€tails ofthe'purpos€', tor whic*l such assistance is requested/granted'

wiit not automatically entitte me ror recetvint or continuing the said assistance. The decigion lor granting and/or cutinuing the assistrance will rest solely

with the Trustees of Koshika Foundation, and their decision is lhis regard will be llnal and accsptable to ms.
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1) By afrixing my signatu re or lhumb lmpression on this Fo.m, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/pul-up/reproduce my name, address, photo & details of the 'purpose", for which such assistance ls requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations lor Koshika Fou ndation and/or disseminating inlormation about it's

activities/achievements. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fumlment of the 'purpose'
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By afiixing hereunder, signature of our Authorised Signatory for reclmmending this case/patient lorlinancial assistance from Koshika Foundation' we

(Hospital) herebY afflm & accept lollowing
1) that we neither are presently nor will in luture avail ol financial assislance from another NGO or any other source, for the same patienrcaso, as we are

requesting to get from Koshika Foundation, to the extent thai such assistance is granted by Koshika Found
make up the shortfall from a

ation. lf the requested assistance is not granted

by Koshika Foundation, in Parl or in fult, then the Hospital reserves it's tight to nother NGO or any other sou.ce This

contirmation ossontiallY states that ths Hosp ital will not avail any duplicats sssista nce for the game Palienucasa from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuproced ure advised/cond ucted by the HosPital on the

patient, is based on the arrangomont b€tween the p8tient & the Hospital, and is in no way influenced bY Koshika Foundation. Hencs. the Hospital will

assume sole & complete responsibility of the lreatment & it's outcome & ssfety ol the patient, and Koshika Foundatioo will have no role or responsibility
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