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DECLARATION byAPPLICANT: qr+(6 Em Ssv[ !7:

1) I hereby conlrm thal all details in lhas Form are True to the besl of my knowledge. Any lalse slatement will render my Application & ongoing assislance' if any,

liable for rejeclion/canclllation.
zfI ."ri"i"rv-i"i,iii:,1nai assistance, if received trom Koshika Foundation, will be used only for the "purpose" as stated in this Form tor which such assislance
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1) By affixing my signalure or thumb impression on this Formi I

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

medium, including but not lirniled to verbal' print, electronic, for

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

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

, oitt"'purpot"t, f,,rhich such assislance is requested/granted, through 8ny

soticiting'Oonations tor Xoshika Foundation and/or disseminating inlormation about it's

."J" o'v iotnif" eorndation before or after my treatment or Iulfilment ol the "purpose"

for which assistance is being requested.

2) I (Applicant) Iu rther agree that any such use of my name, address, photo & d€tails ol the 'purpos€', tor which such assistance is requegted/granted'

wilt not automaticalty entitte me ror receivinl or tnrinuing the saio asiistance fhe decision ior granting and/or continuing the assistanc€ will rest solely

with tne trustees ot'roshika Foundation, a;d their decision is this regard will be finaland ac{eptable to me'
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"rlfrror" qq rsd alffi fl fidl rqf q ett lq66 6*'

By alfixing hereunder, signature of our Authorised Signatory for recommending this case/patient lor linancial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accept lollowing
1) that we neither
reQuesting to get from Koshika Foundation, to the exte

are presently nor will in future ava il of llnancial assistance f.om another NGo or any

nt that such assistance is granted by Koshika Found
other source, for th€ same

ation. lf the requested
patienucase, as we are
assistance is not granted

by Koshika Foundation, in part or in lull , then the Hospita I reserves it's right to make up the shortfall from another NGO or any other source. This

confirmation essentially states that the Hospitalwill not avail any duPlicat8 assistance for the same pati€nt/case from any othor NGO o. any other sourc€

2) The assistance from Koshika Foundaiion is only financial in nature. The choice of the treatmenuprocldure advised/conducted bY (he Hospital on the

patient, is based on the armngement between the patient & the Hospital. and is in no way influBnced by Koshika Foundation. Hence , the Hospital will

assume sole E complete responsibility of the treatment & it's outcome & ssl€ty ol the patient, and Koshika Foundat ion will have no role or responsibility
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