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oECLARATIoN by APPLICANT: lirics fRI sicun !-r:
1) I hereby confim that all details in this Form are True to the besl of my knowledge. Any false statemgnt will render my Application & ongolng assistance, if any,

liable f or rsjection/cancsllalion.
2) I solemn! bnfirm that assistanca, il received f.om Koshike Foundation, will b€ used only to. he 'purpos€', as statad in thls Form. for which such assistance
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.l) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and ifs Trust€es to

use/publish/put-upkeproduce my name, address, photo & details of the 'purpose', for which such assistance is requosted/granted, through any

meoium, inciuotn! oui not timited to verbat, print, etectronic, for soliciting donatlons lor Koshika Foundalion and/or dissemlnating information about it's

activities/achieve;ents. Such use ol my photo & details can be made b, Koshika Foundaton before or after my treatnent or fumlment ofthe'purpose'

for which assistanco is being requested.

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

wil not automaticatty entitle me for receiving or continuing the said assistanc€. The decision for granting and/or continuing the assistance will rest sololy

with the Trustees of Koshika Foundation, and their d€cision is this regard witl be final and accsptiablg to mo.
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By affixing hereunder, sagnature of our Arrthorised Signatory for recommending this case/palient Ior financial assistance f.om Koshika Foundation' we

(Hospital) hereby affirm & accept lollowing:
1)that we neither are Pre sently nor will in future avail of financial assistance from another NGO or any othor source. for the same patienvcase, as we are

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

by Koshika Foundation, in part or in full, then the Hospital reserv$ it's right to make up th€ shortfallrrom anothgr NGO or any othor sourcs. This

con firmation essentially states that the Hospital will not avsil any duplicats asslstanco for the same patient/cas€ from any other NGO or any othor source

2) The assigtance from Koshika Foundation is only financial in nature The choice of tho treatmenvprccadure adv ised/conducted by the Hospital on the

pationl , is bas€d on the arrangement between th€ patient & ths Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the troatmsnt & it's outcom€ & saloty ofthe patient, and Koshika Found ation will have no role or respoosibility

in the matter.
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