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DECLARAIION by APPLICAII: eTtq6 E{I sisql Y{:

1) I hereby clnlirm lhat all details in lhis Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assislance, if any,

liable for reiectiorrcancellatjon.
zf i,-rr-",i"ri-i"r]i-itrai assistance, if received trom Koshika Foundation, will be ussd only for the "purpos€', as stated in this Form. fot tvhich suc]1 assistanc€
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'1) By affixing my signature or thumb impression on this Form, I

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

medium, including bul not limited to verbal, print. electronic, for

activities/achievemenls such use of my photo & delails can be

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

i oith" 'pr,po"";, fo, 'rhich such assistance is requested/granted' through any

soliciting do;ations for Koshika Foundation and/or disseminating information about it's

maoe fi fosniu foundation b€fore or after my treatment or lulfilment oI the 'purpose"

for which assistance is being requested.

2) I (Appticant) further agree that any such use of my name, address, photo & details ol the "purpose', lor which such assistance is requestid/granted'

will not automatically entite me for receivint or cont;uing the said assistance. The decision for granting and/or oontinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their d.ecision is this regard will be final and accepiable to me'
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By affixing hereunder, signatu.e of ourAuthorised Signatory for recammending lhis case/Palient for financial assistance lrom Koshika Foundation' we

(Hosp italrhereby afiirm & accept following
1)that we neither are presently nor will in fuiure avail ol llnancial assistance from another NGO oI any othor source, for the same patienl]case, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is I ranted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Found ation, 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 esse ntially statos that the Hospital will not avail any duplicat€ assistance for the same patignucas€ from anY other NGO or any other sourc€

2) The assistance from Koshika Foundation is only financial in nature. The choice ol the treatmenUprocedure advised/con ducted by the Hospital on the

patient. is based on the arrangement between the patient & the Hospital. and is in no way tnfluenc€d by Koshika Foundation Hence, the Hospital will

assume.sole & complete responsibility of the treatmen t & it's outcome & safety ol the Patient, and Koshika Foundation will have no role or responsibility
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