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oEcLARAnON by APPLICANT er+<6 lRr dlqr Cr:

1) I hereby confrm that all details in this Fom are True to lhe best of my knowtdge. Any falss statement wjll rend€r my Appllcation & ongoing asslstanc€, if any,

liable for rejecliorrcancellation.
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1) By affixing my signature or thumb impression on this Form, I r.Applicant) her€by agree & authorise Koshika Foundation and it's Trustees to

useipublistrlput-uptieproduce my name, address, photo & details of the 'purpose', for which such assistance is .equestod/granted, through any

medium, inctuding but not limited to verbal. print, electronic, for soliclting donations for Koshika Foundation and/or di$eminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation berore or after my treatment or fulfilmqnt ot th€ 'purposs'

for which assistance is being requested.
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,|ritt noi automiticatty eniifle me for receiving or continuing the said assistance- The decision for granting and/or contlnuing the assislanc€ will resl solely

with the Trustees ot Koshika Foundation, and lheir decision is this rsgard will b€ final and acceptablB to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistanc€ fiom Koshika Foundation' we

(Hospilal) hereby afiirm & accePt following

requesting to get Irom Koshika Fcundation, to the extent that such assistance is granted by Koshika
nv olher source, for the same palionucase, as v!/€ ar€

ioundation. lf lhe requested asslslance is not grantedthat we neither are Presently nor will in futurc avail of financial assistance from another NGO or a
1)

by Koshika Foundation, in part or in full, then the Hospi tal rese.ves it's right to make up the shortfall from another NGO or any oth€r source This

confirmation essentiallY states that the Hospital will not avail any duplicate assistance tor the sam€ patienucase 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/conducted by lhe Hospital on the

palient, is based on the arangeme nt between the patient E the Hospital, and is in no way influonced by Koshika Foundation. Hence. lhe Hospitalwill

assume sole & complete responsibi lity of the treatrnent & it's outc{me & salety of the pati€nt, and Koshika Foundation will have no role or responsibility
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