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DECLARATION by APPLICAXT: 3n+f6 !r{I dson rr:
1) I hereby confirm thal alldetails in lhis Form are True to the best of my knowledge. Any false statement will render myApplication & ongping assistan@' if any,

liable for rejection/cancellation.
2) I solemnly confinn that assistance, if roceived trom Koshika Foundation, will be used only for the "purpose', as st'atd in this Form for which suc-h assistancE
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1) By aflixing my signature or thumb imprcssion on this Form' I

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

medium, including but not limited to verbal, print. electronic' for

aclavities/achievements. Such use ol my photo & details can be

{Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to

i Jit" "purpot";, t, *hich such assistance is requested/granted' through any

"ofoiriigionations 
tot foshika Foundation and/or disseminating information about it s

."0" o'v iotnli, ror"dation before or after my treatment or lulfilment ol the 'purpose"

tor which assislance is being requesled.

2) l (Applicant) flrrther agree lhat any such use of my name' address, photo & details o' the ..purpose", lor which such assistance is requ$ted/g.anted.

will not auiomatically entitle me for receavrng or continuing the said assistance The decision ior granting and/or conlinuing the assistance $/ill rest solely

;ilh the Trustees of Koshika Foundation, a;d their decision is this regard will be finai and acceptable to me
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By afli,(ing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accePl lollowing
1) that we neither are Presently nor will in future avail of tlnancial assistance from another NGO or any othgr source. lor th€ same patient/case, as we are

requesting to get from Koshika Foundation, to the extent that ;uch assistance ls granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the HosPita I reserves it s right to make uP the shorfall from another NGO or any other source This

confirmation essentially states that the Hospitalwill not avail any duplicate assistance for the same pati€nucas€ lrom any other NGO or any oth6r source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatment/procedure advised/conducted bY the Hospitalon lhe

patient, is based on the arrangement between the Patient & the HosP ital. and is in no way influenced by Koshika Foundation. Hence. the HosPital will

assume sole & complete resPons ibility of the treatment & it's outcome & salety ol the patient, and Koshika Foundation will have no role or responsibility
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