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DECLARATIoI byAPPl,JCAril qr,iq6 !I(t sicqr rr:
1) I hereby mnlirm h8t alldetails in lhis Fom are True to the best of my kno$/ledge. Any hlse statement will render my Appllcalion & ongoing asslstance, if a.y,

liabls for rEjscliorvcancellalion.
Z) t sotemnly ionnrm tat assistanca, if received lrom KoshikB Foundation, will b€ used only for th€ 'purpose', as stated in this Form, for which such assistance

was rgquested by arg.
3) I her;by conftrm hat I haw not & will not in futur€, avail of.eimhrrsement, in part or in tu

for vrhich this assistanco is .equested.
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1) By afiixing my signature or thumb impression on this Form, I (Agplicant) h€reby agree & authoriso Koshika Foundation and ifs Trustees to

use/iublish/put-upheproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through ahy

meoium, inciuoing bui not timited to verbat, print, electronic, for soliciting donalions for Koshika Foundation and/or disseminating inlormatlon about it's

activities/achievements. Such use ot my photo & details can bo made by Koshlka Foundation bslore or after my treatment or lulflment of the 'purpose'

for which assistanc€ is b€ing requesled.

2) I (Appticant) tudh€r agrei that any such use of my name, address, photo & detalls ol the 'purpos€', for whidl such assistance is requosted/granted,

witt noi automiticatty entitle me for rgceiving or continuiog the sakl assistance. The decision lor granting and/or continuing the assistanca will rest solely

wilh the Trustees ol Koshika Foundation, and thei. decision is this regard will b€ llnal and accoptablg to me.
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APPLICAXT'S SIGNATURE OR LEFTTHUMA IiiPRESSION :
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gy afiixing hereundet, signature of our Authorised Signatory fo. recomrnending this case/palient tor linancial assistance from Koshika Foundatioo, wo

(Hospital) hereby amrm & accept lollowing:
1)that we neither are presenuy nor will in future avail ol Unancial assistance from another NGO or any other source, foa the same patienl/case, as we are

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

by Koshika Foundation, in Part or in full, then the Hospital reserves it's right lo make up the shortfall from anoth€r NGO or any other source. This

confirmation essgntially states that the Hospital will not avail any duplicate assistance for the ssm€ patienucase from any other NGO oI any othsr source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the trBatmon Uproced ure advised/conducted by the Hospilal on the

patient, is bas6d on th€ arrangomont betwaon th€ pati6nt & th€ Hospital, and is in no way iniu€nc6d by Koshika Foundation. Hence. the Hospitalwill

assume s,ole & complet€ responsibility of the treatrnent & it's outcome & ssfgty ofthe patient, 9nd Koshika Foundatio n will have no role or responsibility

in the matter.
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