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DECLARAT|oN by APPLICA T: in+{s im qlq.qr rr:
1) I hereby confirm that all detarls in thrs Form are True to lhe besl ol my knowledge. Afly false statemenl wrll render myApphcation E ongoing assistance, if any,

liable ior rejection/cancellalron

2) I solemnly confirm that assistance, if received lrom Koshrka Foundalion will be used only for the "purpos€', as stated in this Form. for whict suct assislanc€

was requested bi me.

:1 t treriOy conllin ttrat I havs not & will not in future, avail ol r8imbucement, in part or in full, lrom any olher source/employer/insuranc€ @mpany. ol lhe amount

for which this assistance is r€qu€st6d.
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1) By affixing my signalure or thumb impression on this Form, I (Applicant) heroby agree & authorise Koshika Foundstion and it's Trustaes to

use/publish./put-up/reproduce my name. address, photo & details ol the'purpose'. for whach such asslstance is requestedigrantgd, through any

medium, inciuding but not timited lo verbal, print, etectronic. for soliciting donations lor Koshika Foundation and/or disleminating inlormatlon about il's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation belore or after my lrsatmont o. fulfilment ol the 'purpose"

for which assistance is being aequested

2) I (Appticant) further agree that any such use of my name. address. pholo & detarls ol the "purpose , Ior which such assistance is requssted/grantsd,

will nol automaticaily enti e mo lor recerving or continurng the saad assrstance The decision for granllng and/or continuing the assistance will rasl solgly

w(h the Truslees of Koshrka Foundatron. and lheir dectsron is lhrs regard wall be final and acceptabla lo mo
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By affixing hereunder, signature of our Authorised Signalory for recommending this case/patient fol financial assistance lrom Koshika Foundation, we

rHosprtal)hereby affirm & dcc€pl lollowrng

i) tnat w6 nerhe, are presenlly nor wrll in future avail ol linancial assistance from anothor NGO or any olher sourc€, for the same pati€nt/6se. as we are

r;questrng to get from Koshiki Foundation, to lhe exlent lhal such assistance is granted by Koshika Foundataon. lf the requested assistance as not g.anted

by koshik; Foundation, rn part or in lull. lhen the Hosprtal reserves rl s nght to make up the shofllall from another NGO or any other sourc6. This

c;nfirma|on essentiatty states lhat the Hosprlal will not avail any duplicate assistance for lhe same patient/case Irom any other NGO or any olhgr source.

2) The assistance from Koshrka Foundatton rs only tnancra rn nature The chorce ot the treatmenUprocedure advised/conducted by the Hospital on lhe

palient, is based on the arangement between the patent & the Hosprlal, and rs in no way influenced by Koshika Foundation. Hence, the Hospitalwill

issume sole & complete responsibility ol the treatment E il's oulcome & salety of the patrent. and Koshika Foundation wrll have no rolg gr responsibility

in the matter
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