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DECLARATION by APPLICAI{T: SIT<6 EM SICqI CXi

1) I hereby contirm hal all details in this Form are True to the best of my knowledge. Any false slatement will render my Application & ongoing assislance, if any,

liable tor rojectiry'cancellation.
Zti *i"rnfy-i""n- Gi assistanc,e, il received trom Koshika Foundation, willbe used only for the'purposo', as stated in this Form.60r which such assistance

was requested bY me.
3it trereby confirin tlat I have not & will not in future, avail of reimbursement, in part or in tu

for which his assistance is requested
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1) By afllxing my signature or thumb impression on this Form, I

use/publish/oulup/reproduce my name. address, photo & detai

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

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

(Applicant) hereby agree & aulhorise Koshika Foundation and it's Trust€es to

ls of tho 'purpose", for which such assistance is requested/granted, through any

soliciting do;atons tor Koshila Foundation and/or disseminating information about it's

made bi Koshika Foundation before or after my lreatment or fumlment ofthe'purpose'

for which assistance is being requested.

2l I (Appticant) further agreithai any such use ol my name, address, photo & details ol the 'purpose', for which such assistance is requested/granted,

,itt noi autoraticatty eni[e me for recelving or continuing the said assistance. The decislon fot granting and/or continuing the asslstance will rest solely

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

(Hospital) hereby afiirm & accept lollowing
1)that we neither ar€ presently nor will in fu ture avail of linancial assistance from anoth€r NGO or 8ny other source. lor the Same patienvcase, as we are

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

by Koshika Foundatlon, in Part or in full, then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any other source. This

contlrmation ess€ntially states that the Hospital will not avail any duplicat€ assistan@ for the samo patient/case from any other NGO or any other sourco

2) The assistance from Koshika Foundation is only llnancial in nature The choice of the treatmenuprocldure advised/conducted by the Hospital on the

patient, is based on the arrangemen t b€twaen ths patient & th€ Hospital, and is in no way inlluenced by Koshika Fou ndation. Honce, the HosPitalwill

assume sole & complete responsibility of the trgattnent & it's outcoms & satgty of ths patlent, 8nd Koshiks Foundation will hsvs no role or responsibility

in the matter.
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