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DEGLARAT|Oii by APPLICANT: idl+<6 ERr dsqr !-r:

I ) I hereby confm hal all dehils in this Form are True to the best of my knowledge. Any false statement will render my Applicatior & ongoing assista.ce, il any,

liablo for rqecliorvcancollailon.
Zt i si,ii,ri"ty-i"*iliGai assijtance, it receiveo lrom Koshika Foundation, will be used only for the 'purpose', as stat d in lhis Form. for whk$ s{tdr assistance

was requ€sted by me.

l'iiiJi-uii]irt,i, fia f have not & wilt not in tuture, avait of reimbuEement, in part or in tull, lrom any other sourc€/employer/insuGoce company, ol he arnount

for which this assistanc€ is requested.
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l) By affixi'lg my sagnature or thumb impression on this Form, I

use/publish/plt-up/reproduce my name, address, photo & detai

medium, including but not limited to verbal, print, electonic, for

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

tor which asslstance is belng rgquested

2) I (Applicant) turther agreithaiany such use of my name, address. photo & dolails olth€'purpose" lor whlch suct Essbtsnca b rsquestod/grsnted'

rJilt noi automaticatty eniile me for receiving or conl;nuing the said assistance. The decision for granting and/or continuing the a3sistanca will re3t sol6ly

witfi the Trusto6s oiKoshika Foundation, and their declsion is thls regard will be final and accoptable to me
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gy afiixing hereunder, signature of our Authorised Signatory fo. recommending this case/patient for financiSl assistanca trom K6hika Foundation, lve

(Hospital) hereby afiirm & accept following
1) lhat we neither are Presen tiy nor will in future avail of flnancial assistance from another NGO or any other source, for the sams patienucase, as we are

requerting to get from Koshaka Foundation, to the exlent that such assistance is granted by Koshika Foundation. ll the requested assistance is not granled

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall trom another NGO or any other soulc€. This

canfirmation €ssqntlally states that lhe Hospital will not avail any duplicat6 assistanc! for tho same p.ti6nt/ca9o from any othor NGO or any othel source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/proc€dure advised/conducted by the Hospital on the

patlent, is basod on tho arrangement botw€on the patl€nt & th€ Hospital, and is in no way lnfluoncsd bY Kosh ika Foundation. Honc6, th€ Hospilal will

assume sole & completa responsibility of the troatment & it's outcome & safety ofthe patisnt, 8nd Koshiks Foundation will have no rol€ or rssponsibility

in the matter
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(Applicant) hereby agree & authorise Koshika Foundation and il's Trustees lo

ls of the "purpose", for which such asslstance ls requested/granted, lhrough any

soliciting donations for Koshika Foundation and/or disseminating lnlormalign about ll's

made by Koshika Foundation before or after my treatment or fullilment oflhe'purpose'
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