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OECLARATION by APPLICAI{I: qr+(6 m dsql 9r:

1) I hereby conirm thal all details ln this Form are True to the best of 
'ny 

knowledge. Any false slatement will render my Application & ongoing assislance, if any,

liable tor rejecliorrcancellation.
Zy t sotimnty ionnrm ttrat assistance, if received from Koshika Foundation, will be used only for the "purpose', as staied in this Form. for which such assistance
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AGREEMENT by APPLICANT ( icr+<+' !ru q.tr{)
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1) By afilxing my signature or thumb impression on this Form. I

use/publish/putup/reproduce my name, address' photo & detail

medium, including but not limited to verbal, print' olecttonic, for

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

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of the 'purpose', lor which such assistance is requesled/granted, through any

soliciting donations tor Koshika Foundation and/or disseminating information about it's

made b; Koshika Foundation belore or after my treatmenl or fulfilment ofthe "purpose"

for which assistance is being requestad

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

wilt not automa{cally entitle me for receiving or cont;nuing the said assistance. Tho decision for granting and/or continuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation, and their docision is this regard will be final and acceptable to me'
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By afllxing hereunder, signature of our Authorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation' we

hereby affirm & accePt lollowing:
neilher are presently nor will in fulure a

(Hospita )
vailof financial assistance from another NGO or any other source.lor the same patienl/case, as we are

1) that we
requesling to get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation ll the requested assistance is not granted

by Koshika Foundation, in Parl or in full. then the Hospltal reserves it's right to make up the shortfall lrom another NGO or any other source. This

confirmation essontiallY states that the Hospitalwill not avail any duPlicata assistanc€ for ths same patienucass from any other NGO or any other sou.ce

The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/cond ucted by lhe HosPilal on the
2)
pati ent, is based on the arrangemgnt b€tw6en
assu me sole & complet€ rgsponsibility of tho keatrnent & it s outclme & salety of lhe patie

the patient & th€ Hospital, and is ih no way influenc€d by Koshika Foundalion Henc6. tho Hospital will

nt. and Koshika Foundation will have no role or resPonsibility

in lhe matter.
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