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DECLARATIOI{ byAPPUCANT: e{d<s Em qlqln v{:
1) I hereby curirm thal all details in this Form are True to the best of my knoT 'ledge Any false statenEnt will render my Application & ongorng a$slstance' lI any'

liable for rejsction/cancsllation.
2) I solemnly confrm lhat assistaoce, it rcceived from r\oshika Foundation, will be us€d only for the 'purpose', as stated in this Fom. h' whidl such asslstance

meuestedwas byreq theol amountrancesu c6mpasoother urce/en mployer/infiomn ora of anynotwill av parlhave &notthatconfirrnhereby
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1) By affixing my signature or thumb impression on this Form, !

use/publish/put-upkeproduce my name address, photo & detail

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

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

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

" 
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" 
'purpo""t, ro, 'rhich such assistance is requested/granted, through any

soticiting'Oonations for Koshika Foundation and/or disseminating information about lts

maOe O"y fosfrlfa foundation belore or after my treatment or fulfilment otthe'purpose'

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name. address. photo & details of lhe 'purpose". lor whict such assistance is requested/granted'

will not automatically entitte me for receivin! or cont;uing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundalion, a;d lheir decision is this regard will be final and acceptable to me'
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By affixing hereunder, signalure of our Authorised Signatory for recommending this case/patient for flnancial assistance from Koshika Foundation' we

(Hospitalthereby affrrm & accepl lollowing
at we neither are presenlly nor wrll in fu ture avail ol financial assistance from another NGO or any other souce.lor the same patient/case, as we are

1) th
requesting to get from Koshika Foundation, 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 m;ke up the shortfall lrom another NGO or any other source. This

confirmation essenliallY states that lhe Hosp ital will not avail any duplicate assistance lor th6 same patienucas€ from any other NGO or any othet source

2) The assistanc! fiom Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/cond ucted by the Hospital on the

palient. is based on the arrangement betwoen th€ patient & the Hospital. and is in no way influenced by Koshika Foundation Hence, the Hospital will

assL-l me sole & complete responsibility of the treatment & it's outclms & safety olthe Patient, and Koshika Foundation will hav€ no role or responsibility
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