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DECLARATIO bY APPUCAI{T: fiAqfi !r{I dCqI Tr{i

1 ) I hereby confrm that all detaih in this Form are True to the beet ot my knowledge. Any false slatemgnt will render my Applicaton & ongoing asslstanc€, if anv,

liable for rejectiorrcancellation.
zf illil,i"rv-i-"i,l]iirGai assistance, it receiveo frcm Koshika Foundation, will be used only for lhe "purpose'. as stat€d in thls Form for which such assistanc€
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1) BV afiixing my signature or thumb impression on this Form' I

use/publish/pit'upkeproduce my name, address, photo & detai

medium, includind but not limited to verbal. print etectronic, for

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

for which assistance is b€ing requEst€d.

2) I (Applicant) further agree that any such use of my name, address, photo & details otthe "purpose",lor which such assislancs is requg3tgd/grantod'

wilt not automatically entile me for receivint or cont;uing the said assistance. The decision for granting and/or continuing thg assistsncg will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acc€ptable to me'
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By affixing hereunder, signature of our Autho rased Signatory for recommending this case/patient for llnancial assistance from Koshika Foundation' vJe

(Hospital i hereby atfirm 6 accepl following

req uesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika
nv oth€r source, foa the same patienllcase, as we are

ioundation. lf lhe requested assistance rs not granted1) that we neither are presently nor will in future avail ol flnancial assistance korn another NGO or a

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

conlrrmation essontially states that the Hospita I will not avail any duplicat€ assistance for tho samo patienucase from any other NGO or any other source

2) The assislance from Koshika Foundation is only flnancial in natu re. The choice of the treatmenuproced ure advised/conducted by the Hospital on the

patient, is based on the arrangement between the patient & the Hospital. and is in no way inffuenced by Koshika Foundation. Hence. the Hospital will

assume sole & complete responsibility of the lr€atment E it's outcome & sat€ty ol the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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iApplicant) hor€by agree & authorise Koshika Foundation and it's Trustees to

tj ot the 'purpose", for which such assistance is requesled/granted, through any

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

made bt Koshika Foundation before or aftor my treatmenl or fulfilment of the 'purpose"
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