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OECLARATION by APPUCANT: 3I+({' EM dqql !-T:

1) I hereby conlirm that altdetaits in this Fom are True lo the best of my knowledge. Any false stalement willrender my Application A ongoing assistsnoe' il any'

liable for rejection/cancellaton.
2) I solemnly confirm that assistan@, af received from Koshika Foundation, l'vill be used only for the "putpose'' as statEd in this Fom ftr tYhich such assistance

meuested theol amountreq by comulancens panyesofiom mployer/iothetrt fuln anya of b ment,ulsenot n pa
hAV oln Enllrm atthhereby
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3r( fiR)AGREEMENT bY APPLICANT (

'1) By afirxrng my signature or thumb impression on this Form' I (Applicant) hereby

uselpuUtisttl-pul-uplreproduce my name, address photo & details of the 'purpose''

medium, inciuding but not limited to verbal, print, eiectronic' for soliciting donation

activities/achiev;ents. Such use ol my photo & details can be made by Koshika

aoree & aulhonse Koshika Foundation and it's Trustees to

. for whrch such assistance is requested/granted lhrough any

s for Koshika Foundation and/or disseminating information about it's,

Foundation before or afler my treatment or lulfilment oI lhe 'purpose'

for which assistance is being requested.

2) l (Applicant) further agree that any such use of my name, address, photo & details of the ,.purpose", lor which sUch assistance is requested/granted,

will nol automaticalty enti$e me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, a;d lheir decision is this regard wi1 be final and acceptable to me'
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"afffir' qst rs* arM +r ir"tq qfdq 3tR qlq6rfi d'nl

By affixing hereunder. signature of our Authorised Signatory for recommending this case/patient tor financial assistance from Koshika Foundation' we

(Hospital) hereb y affirm & accept ,ollowing
1) that we neither are presently nor will in future availol financial assistance from anolher NGO or any other source. for lhe same patient/case, as we are

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

by Koshike Foundation, in Pa rt or in full, then the HosP ital reserves it's right to make uP the shorlfall from anothel NGO or any other source. This

confirmation essentiallY stat€ s that the Hospital will not avail any duplicate assistance for the same Patienucaso llom any oth€ r NGO or any oth€r source

2) The assislance from Koshi ka Foundation is only financial an nature The choice of the treatmenuproced ure advised/cohducted by the Hospital on the

patient, is based on the arrangement between the Patient E the Hospita l, and is in no way influenced bY Koshi ka Foundation. Hence, ths Hospital will

assume sole & complete responsibility of the treatment & it s outcome & safety of the Palient, and Koshika Foundat ion will have no role or responsibility

in the matter
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