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DECLARAT|OiI by APPLTA T qri<6 m dlqr qr:

1) I hefeby confirm hat all details in thls Form are True to the best ot my knowledge. Any lalse statement will render my Application & ongoing assistance, if any,

liable f or rsj€ctiory'cancellation.
Z1 iiofimnfy irnn- tfrat assislance, if r€c€ived trom Koshiks Foundatlon, will b€ usgd only lor tt|€ 'purpose', as stated in this Form. for which such assistance
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SIGilATURE o, TRUSTEE 1

qffi rwm t

1) By alfixing my signature or thumb impression on this Form, I

use/publish/Dut-up/reproduce my name, address, photo & detai

medium, including but not limited to verbal, print, electronic, tor

activities/achievements. Such use of my photo & details can be

(Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

ls ofthe'purpose', for which such assistance is requested/granted, through any

soliciting donatlons lol Koshika Foundation and/ol disseminating intormation about it's

made bt Koshlka Foundation berore or after my treat nent or futfrlment oi lhe 'purpose'

lor which assistance is being requested.

2l I (Appticant) further agreJ thaiany such use of my name, address, photo & detalls ot the'p!rpos€', for which such assistance is requested/granted,

,itt not 
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me for receiving or cont;nuing the said assistance. The decision for granting and/or conlinuing the assistance wlll rest solely

with the Trustees of Koshika Foundalion, and thsir decision is this regard will be linal and acceptable to me

r) !s rn ,n qql 61nm( q1 !i,re d qc a'r6{, d (qrt<6) qc-n srcfrr d gE 6rtrl (c{ 'tiatfi srakr qt <s+ qff ' 6i qFqc cra tft *q irq,

q'tn, qYzl et{ qi frsol rs vq? { dfr t, Ei "6]Fl6I' qql:{q1, lr{, qsrvql lsi B${q i 56 rfdFM ak scoFrql + R ffi s v{r qqc

t ,elfu 6'rt * frq ae{ll *r it vq cr ffc(lr ii wN * qrd qr nc i 6'd * Arq'E]ftIfi ErglR' c RTS qtutil tt

2) t (,!cri<F) i{ m i xttn tft t{ rrq, vn, rrtd qt{ liqFlq}f6s(I{dr*B$cIiffftt$ FRIr lrtFrdl rn f,6qF rff Trrdll Is(*l
"riRrcr' gl ard <rfird et flltq ffiq qk rtqrri rl'nt

By affixing hereunder, signature of our Authorised signatory for reclmmending this case/patient lo.linancial assistance from Koshika Foundation' ',e
(Hospital ) hereby amrm & accept following
1)that we neither are presently nor will in future avail of financial assistance f.om another NGO or any other source. for lhe same patient/case, as we are

requestin9 to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Kosh ika Foundation, in part or in full. then the Hospital reserves it s right to make up the shortfall frcm another NGO or any other source This

confirmation essentlally states that the Hospitalwill not avail any duPlicate assistanco lor thE sama PalignucasE from any other NGO or any oth€r source

2J The assistance from Koshika Foundation is only financial in nature. The choica ol the lleatmenuprocadure advised/conducted by the Hospital on the

and is in no way influBncsd bY Koshika Foundation. Hencs, tho Hospitalwill
patient, is based on the arrangement betwe6n lhe pationt & lhe Hospital'

responsibility of lhe treatment & it's outcome & salety otth6 pati6nt, and Koshika Foundation will have no role or responsibility
assume sole & complote
in lhe matter.
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