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DECLARATIOT{ by APPLICAII: ertq6 m dlqr !r:
1) I hereby clnfirm fial all dehils in lhis Form are True to lhe b€st of my knowledge. Any lalse statemenl will render my Applicatlon & ongeing asslslsnce, if any'

liable lor reiectiory'cancellation.

ai;.|;;i;-nfi; th"t issistance, if received lrom Koshika Foundation, will bo us€d only for ft€ 'putpoee', 8s stated in this Form tur wltich such assistance
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for 'rhich assistance is being requested.

2) I (Applicant) further agree lhat any such use of my narne, address, photo & details ot lhe 'po'pos€", lor tvhich such assistanc€ is requgsted/granted'

wi1 not automatically entitle me for recaivlng oi tntinuing ttre saiO assistance. The decision ior granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, a;d their decision is lhis rsgard will be final and accEptable to m€'
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1) By afilxing mY signature or thumb impression on this Form, I (Applicant) hereby ag'ee & authorise Koshika Foundation and ifs Trustees to

use/publish/PU!uP/reProduce my name, address, photo & details of the'purpose' , for wh ich such assistance is requested/granted, through any

medium, including but not lim ited to verbal, print, electronic, for soliciting donations lor Koshika Foundatlon and/or disseminating information about it's

activitievachievements. Such use ol my pholo & delails can be made by Koshika Foundation belore or after my treatment or fumlment oi lhe 'purpose'
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By afflxing hereundet, signature of our Authotised Signatory for recommending this case/patient lor linancial as6iElance lrom Koshika Foundation' we

(Hospital) hereby afiirm & accept following:
1) that we neither a.e presently nor will in futu re avail of financial assistance from another NGO or 6ny other sourc6. for the samo patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is Iranted by Koshika Foundation lf the requested assistance is not granted

by Koshik; Foundation . in part or ln full, then the Hospital reserves it s right to make up the shortfall from another NGO or any other source. This

confirmation essentially states that ths Hospital will not avail any duplicate assistancre for the same patienvcase from anY other NGO or any other source

The assistance from Koshika Foundation is only flnancial in nature. The choice of the treatmenuProcedure advised/cond ucted by the Hospital on the

patient, is based on the arlangement betwoen the patient & the Hospital, and is in no way influenced bY Kosh ika Foundation. Hence, ths Hospilalwill2)
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assume sole & complete rssponslbility ot the k€stmenl & it's outcome & salety of the patient' and Koshika Found ation will have no role or rosponsibility
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