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DECLARATIOiI byAPPLICANT: qr*(6 Em sici,ll rrd:

1) I hereby coofirm hat all details in this Form are True to the best of my knowjedge. Any false slalement will rend€r my Applkstion & ongoing assislance, l, any,

liabl8 for rojec1ion/cancellalion.
Z1 iiofemnfy bntrm tfrat assistance. il received f.om Koshika Foundation, will be used only lor the 'purpose', as ststed in thb Form, to. which suct asghtancg

was requested by me.
Siitr"i,bi-nn- thaf f have not E will not in future, avail of reimbursement, in part or in tull, horn any otlEr source/smployer/insuranco company, ol ha
for which lhis assistanca is requested
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SIGNATURE oITRUSTEE 1

qfr n m r

i) By amxing my signature or thumb impression on this Form, I (Applicanl) hereby agree & euthorise Koshike Foundation and it's Trustees to

use/puOtish[ul-uplieproduce my name, address, photo & details of the 'purpose'. for which such asslstanco i$ requested/grant6d, throwh any

medium, inciuding but not timited to verbal, print, electronlc, lor solicitlng donations tor Koshlka Foundation and/or dlsseminadng lnlormatlon about lls

activitiedachievements. Such use of my photo & details can be made by Koshika Foundatlon belore or alter my treatmont or fulfilment of the'purpos€'

for which assistancs is being requested.

2) I (Applicant) fudher agree that any such use of my name, addre6s, photo & details otthe'purpose', tor which 3uch sgslrlanca ls requested/gr8nl3d'

witt noi automaticatty enti0e me for receiving or continuing the said assislanc€. The decision lor granling and/or conlinulng the assislance will re3t solely

with tho Trustees of Koshika Foundation. and their decision ls this regard wlll be final and acclptable to me. I
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By afflxing h€reunde r, signature of our Authorised Signatory for recommonding this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby aff rm & accept following
1)that we neither are presently nor will in future avail ol financial asslstance from snother NGO or ony othgr source. for the same pstiBnucose, 6s we are

roQuestinO to get from Koshika Foundation, to the extent that such alsistance is granted by Koshika Foundation ll the requested assistance is not granted

by Koshika Foundation , in part or in full. then tho Hospital rossrves it's right to make up the shortfall f.om another NGO or any olher source. This

conllrmation ossentially states that th€ Hospital will not avail any duPlicato asgistanc€ for tha samo psti€nucs9€ lrom 8ny other NGO or any othol source

2) The assistance from Koshika Foundation is only financial in nature. The choice of lhe treatmenuproced ure advised/conducted by the Hospital on lhe

patient, is based on ths arranggment batwson tho patlent & the Hospital, and is ln no way lnf,usncod by Ko8hi ka Foundation. Henc8, th€ Hospital wlll

assum€ sole & complete responsibi lity ot the trsstment & it's outcomo & salety of th8 pationt, 8nd Koshlka Found€tion will h8vo no role or responsibllity

in the mattsr.
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