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DECTARAIIOiI by APPLICANT: era({- BT{ sianql qx:

1 ) I hereby confirm hat all debils in lhis Form are True lo the besl ot my knowledge. Any false statement will render my Applic€tion & ongoing assislan@, if any,

liable for rsjeclion/canc€lhtion,
ZtiJem"fy-[r*rm fft"iioi"t r,"", if r"oir"O from Koshike Foundation, willbe used onlyfor tho'purpose', as siated in this Form. tor which such assistan@

was requested by me.
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1)By afiixing my signalure or lhumb impression on this Form, I

use/publish/put-up/reproduce my name. address, photo & detail

modium, including but not limited to verbal, print, electronic, for

activities/achievemenls. Such use of my photo & details can bs

for which assistance is b€ing requested.

2) I (Applicant) ludher agree that any such use of my name, address, photo & details ofthe'purpose", for which such assistanca is requested/granted,

witt noi automaticatty onti$e me for receiving or conrinuing the said as;ishnce. The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this .egard will be final and acceptable to me.

r) W rqa qr tcci f,knq1 qr ii,rB d rfic fr{r6r, I (wi<s) qT{ {rcft q15f€ 6t" tG'6if{rqr I'rCirr{ qk 3s+ qrfrcl '6t qE$ 6cI tfr ft Tc,

sdr, $td qt( q] frc{q rs sc? { clfrn l, Tt '4iftI6l" cq?Is, <n, a!-mr 3i qk< t 5* 
"frEnrd 

qk Ecff"qi d ftrA ffi 6 v€r{ qrqq

i lqtR.d 6{i d frq qeia ttrqrsl Eqrq ii rarc * rf,d cI rKi6d * frrq "6tRt6l 5rEd(r" c qrd qtu$ tr

2) I (qrics) rq rE t s[Td t fr +{ rn, qa, sta dn frc(ll ri f6 {drrdr * qllYql i nnh t{n tkl: {!8rr[ rFI rtFfi afr Tfiirl Issdqi
'ctfrmr' g<l er* <rM 6r flotq efdq Cn clqdri dlnt

By affixing hereunder, signaturc of our Authorased Signatory lor recommending this case/patient lor financial assistance frcm Koshika Foundation' ',,e

(HospitaIthereby afiirm & accept following
1)that we neither are presently nor will in fu ture avail of financial assistance from another NGO or any other source, for the same patienucase, as we are

requesting to get from Koshika Foundalion 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 lull. then the Hospital reserves it's right to make uP the shortfall ftom another NGO or any olher source This

conlirmation essentially states thal the Hospitalwill not avail any duplicato assistance for the sam€ Patienvcasg from any other NGO or any other source

The assistance from Koshika Foundation is only financial in nature. The choice of the trealmenvproced ure advised/conducted by lhe Hospilal on lhe

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

s of the 'purpose', for which such assistance is requested/granted, through any

soliciting do;abns for Koshika Foundation and/o. disseminaling information about it's

made bi Koshika Foundation belore or afler my treatrnent or fullilment of the 'purpose'
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patient , is based on the arrangemonl between the patient & lho HosPltal and is in no way influenced by Koshika Foundatlon- Honce, th8 Hospital will

assume sole & complete responsibility of the keatment & it's outcome & sBfBtY ol th€ patient , 6nd Koshika Foundsti on will havo no role or responsibility
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