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DECLARATTON by APPLTCA T qri(6 d{ dqln !r:
1) I hereby conlirm that all details in tiis Fom are True to the best of my knor{ledge. Any fals€ statement will rondsr my Applicstion & ongoirg asslstranc€, if any,

liable for rejection/cancellation.
2) I solemnly ;onfirm that assistsnce, if rec€ived from Koshika Foundation, will be us€d only for lhe'purpose', as stat€d in this Fotm, for which suct assislance
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1)By afiixing my signature or thumb impression on this Form, I (Applicant) hsreby agroe & authoriso Koshika Foundation and ll's Truste€slo

use/publish/put-up/reproduce my name, address, photo & detalls of the 'purpose', for whlch such asslstance is requgstedigranted, through 8ny

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about its

activities/achievements. Such use of my photo & details can be made by Koshika Foundation b€for8 or after my trsatment or fulfilment of the 'purposo'

for which assistance is being requestod.
2) I (Applicant) further agre6that any such use of my name, addrsss, photo & dgtails ol lhs'purpose', lor which such assistance is r€questgd/granled.

wilt noi automaticatty enti{e me for receiving or continuing the sald assistance. The dscision for granting and/or continuing the sssistsnca will r6st Solely

with the Trust€es of Koshika Foundation, and their decision is this rogard will be final and sccaptablo to me'
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation we

(Hospital) hereby afiirm & accept following:
ijtf,Si*i, n"itf,Jl. ,r" presenty nor will in'future avail of financial assistsnce from another NGO or any oth$ sourc€, for the same pstient/cass, as we are

|.Jjr"itn! to g.i f,o.'foshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

u-y"io"f,if,i iolno"rion, in part or in full, th6n the Hospital reserves it's right to m,ke op the shortfall from anothor NGO or any other sourcs. This

c6nfiimation essentiatty st;tes that the Hospital will not avail any duplicaae asslstBnce for th€ same Patienucsse from 8ny olher NGO or 8ny olher source
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fro,ti Koshika Foundatio; is only financial in nalure. The choice of the treatmenuprocedure advised/conduct€d by the Hospitial on lhe

pitient, ii fasea on ttre arrangement between the pati€nt & the Hospital, and is in no way influenc€d by Koshika Foundalion. Henc8, the Hospitalwill
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resp;nsibility of the trcatment & it's outcome & safety of th€ patient, and Koshika Foundstion will havs no rol€ or rssponslbility

in the matter
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