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OECLARATION by APPLICAi{I: qr*(6 m dlqr rn:

1) I heteby conlirm thAtalldelails in lhis Form are True to the best of my knowledge. Any false statement willrender myApplicstion & ongoing assistr6lrce, if any,

liable lor rejecliodcancellation.
2) I solemnty ipnfirm lhat assistancs, it received from Koshika Foundalion, will be used only for the'purpose', as stated in this Fom. for which such assistranca

was roqu€st€d by m€.
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'l) By afiixing my signature or thumb impression on this Form. I

use/publish/put-upheproduce my name, address. photo & detai

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

aclivitieJachievements. Such use of my photo & detaiis can be

for rvhich assistance is being roquestad.

2) I (Applicant) lurther agree that any such use of my nam€. address, photo & detsils ol the'purpose'. tor which such assistance is roquostgd/grantod'

wlll not automa cally entile me for receiving or continuing the said assistance. The d€cision lor granting and/or continuing the assistanc! will rsst sol€ly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptabl€ to me.
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By afir(n9 hereunder. signature of our Authorised signatory lor recommending this case/palient for llnancial assistance from Koshika Foundation, we

(Hospilali hereby affirm & accept following
1)that we neither are presontly nor will in future avail of flnancial assistance from another NGO or any other source, for the same pationt/case, as wG are

requesting to Iet from Koshika Foundation, to lhe extent lhat such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full. then the Hospital ressrves it's right lo make up the shor$all from another NGO or any othor source. This

confirmation essential ly states that the Hospitalwill not avail any duplicate assistance for the same Pati ent/case from any other NGO or any othet sourc6

2\ The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuproced ure advised/conducted bY the Hospilal on the

patient, is based on lh6 arangement b€tween the patisn! & the Hospital, and is in no way influenced bY Koshika Foundation. Hence , the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & salety of the patlent. 8nd Koshika Foundation will have no role or responsibility

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

ls of th€'purpose", for which such assistance is requosted/grantgd, through any

soliciting donations for Koshika Foundation and/or disseminaling information about it's

made bi Koshika Foundalion before o. after my treatrnent or fullllment of the 'purpose'
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