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OECLARATIOT{ by APPLICANT: sT*<6 E[ s]s!n cr:
1) I hereby confirm hat alldetails in this Form are True to the best of my knowledge. Any false statement wlll render my Applioalion & ongoing assislance, if any,

liable for rejsctiory'cancellalion.

a i,-"i-",ri.ry-1""1i- trri assistance, if received f.om Koshika Foundatioh, will be used only for the 'purpose', as stated in this Fom. fo' which such assistance

was requ€sted by me.
Siilre;bv connrm uat I have not & will not in tuture, avail ol reimbursement, in part or in tu

for which this assistance is requested.
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1) By afflxing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name, address, photo & detail

medium, including but not limited to verbal, print. electronic, fgr

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

(Applicant) hereby agree & authorise Koshika Foundalion and it's Trustees to

" 
oithe'prtpose;, fot which suoh assistance is requested/granted, through any

soliciting do;ations for Koshika Foundation and/or disseminating information about it's

made bi Koshika Foundation berore or after my treatment or fumlment of the 'purpose"

for which assistance is being requested.

2) I (Applicant) further agree that any such use ot my name, address, photo & details of the 'purpose', tor which such assislance is requested/granted'

will nol automatically entiue me for recetvtng or cont;uing the said assistance. The decision lor granting and/or continuing the asslstance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptable to me'
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By afllxing hereunder, signature of our Authorised Signato ry for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital ihereby afiirm & accept lollowing:
1)that we neither are presently nor will in futu re avail of financial assistance from another NGO or any othgr sourco, for the same patienvcase, as we are

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

by Koshika Foundation. in Part or in full. then the HosPital reserves it's right to make up the shortfall from another NGO or any other source. This

conUrmation essentiallY states that tho Hospitat will not avail any dupl icaie assistance for the same patienucase lrom any other NGO or any other source

2) The assistance from Koshika Foundation is only flnancial in nature The choice of the tr€atment/proced ure advised/conducted bY the Hospilal on the

patient, is based on the arrangement between the patienl & the HosP ital, and is in no way influenced by Koshika Foundation. Henc6 , the Hospitalwill

assume sole & complete rosponsibili ty ol the treatment & it's outcome & safety of the patient, and Koshika Fou ndation will have no role or rosponsibility
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