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oECLARAT|ON by APPL|CAi{T: sII*t6 ilqr YX:

l)l hereby conlirm thal alldetails in this Form are True to the best of my knowledge. Any talse slatemont will.ender myAppllcation & ongoing assistance' if any,

liable for rejection/cancellalion.

a i J".nrv-;;nin tfrat assistance, il received ,.om Koshika Foundalion, will be used only for the 'putpose', as stated in this Form. for which such assist]ance
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1) By alfixing my signature or thumb impression on this Form, I

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

medium, including but not limited to verbal, print, slectronic, for

activities/achievements. Such use ol my photo & details can bo

(Applicant) hereby agree & authorise Koshika Foundation and ifs Trustees to

" 
oittu'prrpo"";, f,,uhich such assistance is requested/granted, through any

soticiting donatlons for Koshika Foundation and/or disseminating information about it's

iale U'y foslika foundation before or atter my treatment or tulfilment ol the 'purpose'

for which assistanc€ is being requested

2) I (Applicant) further agree that any such use of my name, address, photo & details ofthe'purpose', for which such assistance is requested/granted'

will not automatically entitte me ror recelving or cont'inuing ttre said assistance. The decigion for granting and/or continuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation. and lheir decision is this regard will be final and acceptable to me'
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By aflixing hereunder, signature of our Authorised Signatory for reclmmending this case/patient for financial assistance from Koshika Foundation' we

{Hospital) hereby affirm & accept Iollowing
1) that we neither are presently nor will in Iuture avait of financial assistance from another NGO or anv other sourc€. for the same patient/case, as w€ are

Foundation. lf the requesled assislanc€ is not granted
requesting to get ftom Koshika Foundation, to the extent that such assistanc€ is granted by Koshika

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

confirmation essentially states thal the Hospital will not avail any duplicato assistance lor the same patienucase from any other NGO or any other soulc€

2) The assistance from Koshika Foundation is only financial in nature. The choice of the reatmenl./procedure advisediconducted bY the Hosp[al on lhe

patient, is based on the arrangement belween the Patien t & the Hospital. and is in no way inf,uenced by Koshika Fou ndation. Hence, the Hospitalwlll

assume sole & complete resPo nsibility of the treatment & it's outcome & safety ol th€ Patient, and Koshika Foundation will have no role or responsibility
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