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DECLARATION byAPPLICANT: qTA!F gM *qW [,I
1 ) I hereby conlirm that all details in this Form are True lo lhe best of my knowledge. Any blse statement will render my Application & ongdng assistance' if any.

liable lor rejection/canc€llation.

a illilr"rv-ll-,iiiri t"t aJstance, it received lrom Koshika Foundation, willbe used only for the 'purpos€', as stad in this Form for which such assi'itanc€
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1) By affixing my sagnature or thumb impression on this Form' I

use/publishfiut-up/reproduce my name, address, photo & detail

medium, including bul not limited to vebal, print, electronic, lor

activities/achievements. Such use ol my pholo & details can be

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

, oi lhu 'prrpot"t, fo, ,,hich such assistance is requested/granted' through any

;oliciting'donations for Koshika Foundation and/or disseminating informalion about its

maae U] fosnif<a foundation belore or after my treatment or lulfilment ofthe'purpose'

for which assistance is being requested
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The decision for granting and/or conlinuing the assistance will rest solely

wittr the Trustees of'Koshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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By affixing hereunder, signature of ourAuthorised Signatory for reclmmending this case/patienl for financial assistance from Koshika Foundation' we

(Hospital)herebY atfirm E accept lollowing

1) that we neither are presently nor will in future availof flnancial assistance from another NGO or any other source, for the same palienucase, as we are

req uesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundati on. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospital reserves it's right to make uP the shortfall from another NGO or any other source. This

confirmation essentiallY states that the Hospital will not avsil any duplicaie assistance for the same patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is onlY financial in nature. The choice of the treatmenuprocedure advised/condu cted by the Hospital on the

patient , is based on the arrangement between the patient & the Hospita l, and is in no way influenced bY Koshika Foundation Hence. th€ Hospital will

assume sole & complete .espons ibility of the treatment & it's outcome & safety of the Patient, and Koshika ioundation will havo no role or rosponsibility
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