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DECLARATIOiI by APPLICANT: er*(6 lRr slsql vr:

1) I hereby confirm that all details in this Form are True to lhe best ol my knowledge. Any lalse statement will render my Application & ongoing assist nc€. it any,

liable hr rejection/cancellation.
Zt i-J"mnfy ionni, tttat assistanc€, if rec€ived lrom Koshika Foundation. will be used only lot the 'purpose', as steted in this Fom. for which suct esslstanc€
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1) By afilxing my signature or thumb impression on this Form, I

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

medium, includinq bul not limiled lo verbal, print, electronic, for

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

for which assistance is being requostEd.

2J I (Applicant) further agree thai any such use of my name, address. photo & details ol the 'purpos€'. for which such assistance i8 requested/gr8nted,

witt not autoriticatty eniile me for-receiving or cont;nuing the said assistanca. The decision for granting and/or clntlnulng the assistanc€ will r8st Eolely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and a@eptablo to me.
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By affixing hereunder, signature of our Authorised signatory for recommending this case/patient for financial assistance from Koshika Foundatlon' we

(Hospital) hereby alfirm & accept following
1)that we neither are presently nor will in future avail of financial assistance from anolher NGO or any other source, for lhe same pationt/casa, as we ar€

requesling lo get lrom Koshika Foundation. to the extent thal such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation. in part or in full, thon the Hospital reserves it's righ t to make up the shortfallfrom another NGO or any oth€r source This

confirmation essentially states that the Hospitalwill not avail any duplicate assistanca for the same patignucase trom any other NGO or any othgr source

2)The assistance from Koshika Foun dation is only financial in nalure The choice of the treatmenuprocedure advised/cond ucted by the Hospital on the

patie nt. is based on the arrangement between th€ patienl & the Hospital, 8nd is in no rvay influenced by Koshika Foundation Hence, the Hospital will

assu me sole & complete responsibility of the treatment & it's outcome E ssfety oI the patient, and Koshika Foundation will have no rols or responsibility

in the matter.
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rApplicant) hereby agree & authodse Koshika Foundation and it's Trustees to

ls of the 'purpose", for which such assistance is requested/granted. through any

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

made by Koshika Foundation belore or after my treatmenl or fulfilment of the 'purpose"
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