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DECLARATToN by APPL|CAilX qrA(6 Eflr dqqt T{:

1) I hereby confirn lhat all detiails in thls Form are True to lho best of my knowl€dg€. Any hlse statemeot will render my Applicauon & ongoing assislanc€, lf any,

liable for rejection/cancellation.
Zl iiof".nfy i""ti, tt at assisbnce, iI received trom Koshika Foundation, will be used only for the 'purpose', as stated in this Fo.m, for whirl such assistance

was requested by me.
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presenty nor will inluture avail of financial assistance from another NGO or any othsr sourc€, for the same pati6nucas6, as we are 

.

,dqueitin! to gef f|.om foshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Uy io"friil io"uno"tion, in part or in fu . then the Hospital reserves it's right to m;ke up th; sholtfall from anothor NGO or a^ny other source This

c6nrrrmition essentia y sdtgs that the Hospital will not avail any duplicaie assistancs for the same pati€nucas€ lrom any other NGo or any othgr sourc€'

iitre assisance troni fostrixa Founoatioriii onty financial in riature, Tire choico of the treatmenuprocedure advised/conduct€d by the Hospitalon lhe

oalient, is based on the anangement between ihe'patient a tne Hospital, and is in no way influenced by Koshika Foundation. Hence lh€ Hospitalwill
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1) By afiixing my signature or thumb impression on this Form, I

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

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

activities/achievemehts. Such use ol my photo & details can be

for which assistance is being requ€sted.

2) I (Applicant) tudher agree that any such use of my namE, address. photo & details ol the 'purpose', for which such assistanca is requested/grantod,

witt noi automaticatty eniifle me lor receiving or oontinuing the said assistance. The decision for granting and/or continuing the assistanc€ wlll rgst 8ol€ly

with the Trustees of Koshika Foundation, and thsk dgcision is this regard will b€ final and acceptabl€ to me.
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in the matter.
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