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DECTARAT|Oi by APPLTCAI{T| qri<6 tm $Cqr Yxl

1) I hereby contirm that all details in this Form are True to the best of my knowiedge. Any lalse slatement will render my Applicstion & ongoing asslstance, if any,

liabls for reiectiory'cancellation.
zl i1fi"r#rv-liii-"i[jGi-ri;-,Jnce, if received from Koshika Foundation, will b€ used only lor the 'purpos€', as stated in this Form tor which such a56is(ance
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1) By afiixing my signature or thumb imp.ession on this Form, I

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

medium, including but not limited to verbal, print, elecuonic, fot

activities/achievgments. Such use ol my pholo & delails can be

{Applicant) hereby agree & authorise Koshlka Foundation and ii's Trustees to

i oittu "prrpo*;, r* rrhich such assistance is requested/g€oted, th'ough any

soti"iting donation" to, Koshika Foundation and/or disseminating lnformation about lt's

iale u'y xoslira foundation belore or atler my treatment or fulfilment ol the 'purpose"

for which assistanca is being requested.

2) I (Applicant) further agree that any such use of my name, address, pholo & delails ol the 'pu,pos€'. Ior whict such assistanco is requested/granted'

wilt not automaticaly entitte me for receivin!-oi tit'inring th" r"io 
".iistance. 

The declsion iot granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation. a;d their d€cision is this regard will be final and acceptable to mo'
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby aflirm & accept lollowing
1) that we neither are presontly nor will in futu re avail ol llnancial assi stance from another NGO or any other source, for th€ same Patienucase, as we are

requesting to get fiom Koshika Foundation. to the oxtent that such asslstance is granted by Koshika Foundation. lf the requested assistanc€ is not granted

by Koshika Founda on, in Part or in full, then the HosPilaI reserves it's right to make uP the shortfall from another NGO or any other source. This

confi rmation essentiallY states that the Hospital will not avail any duplicaio assistancs for the same patienUcase from any other NGO or any other sourco

2) The assistance lrom Koshika Foundation is only financial in nature The choice of the treatmenvprocedure advised/ conducted by the Hospital on the

pati€nt, is based on the arrangement betwaen thaPatient & th€ HosP ital, and is in no way influenced bY Koshika Foun dation. Henas, the Hospitalwill

assume sole & complete responsibility of the heatrnent & it's oulcome & salety of tho Patieht, and Koshika Foundation will have no role or responsibility
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