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DECLARAT|O by APPLIC/I T: qlt<r m qiqql cI:
I ) I hereby confirm hal all details in this Form are True to he best of my knowledge. Any blse sl,atement will render my Application & ongoing assistance, if any,

liabl€ f or Ej€cliodcanc€llation.
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thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees lo

my name, address, photo & details ot the 'purpose", for which such assistance is requested/granted, through any

te; to verbal, print, elect|'onic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

use of my photo & detalls can be msde by Koshika Foundation belore or after my lreatmenl or fulfilment ol the "purpose'

for which assistance is being requested.

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

witt noi automaticatty eniitle me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

with ths Trustees of Koshika Foundation, and th€i. decision is thls rggard will be final and acc€ptable to me.
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By afllxing hereunder, signature of ourAuthorissd signatory tor recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afiirm & accept lollowing
1)that we neither are Presently nor will in futu re avail ot financial assistance from another NGO or 8ny other source. for th€ same pationucase, as we are

requesting to gel from Koshika Foundation, to th€ extont that such assistanc€ is granted by Koshika Foundatio n. 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

conllrmation essentially states that th€ Hospital will not avail any duplicsts assistarce lor the samg patienucas€ from any oth€r NGO or any othor source

2l The assistance from Koshika Foundation is on ly financial in nalure. The choice of the treatmenuprocedure advised/ conducted by the Hospital on the

patient, is based on the arrangemont betw66n the pa tient & the Hospital, and is in no way inlluonced by Koshika Foundation. Hence, the Hospitalwill

assume solg & complete responsibility of the treatment & ifs outcome & salety ot the Pati€nt, and Koshik8 Foundation will have no role or responsibility

in the matter.
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