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DEcLARAno by APPLICAIT: rqr{<T ERI s}cqr vr:
'1) I hofsby conf,rm that all details in this Form are T.us to the best of my knowhdge. Any false statem€ot will render my Appllcation & ongolng asslslance. il any,

lisble f or rejection/cancellation.
2) I sotemnly confrm hat assistanc€, il rec?ivod fom Koshika Foundation, will bg used only for the 'purpose', as statod in this Fom, fur whirl sucil Essislance

was requested by me.
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By affixing hereunder, sgnature of our Aulho sed Signatory for reclmmehding this case/patienl for flnancial assistance from Koshika Foundation. we

(Hosprlal) hereby affirm E accept lollorvrng.
i; that we neither are presently nor will in lutrjrc avail ol llnancial assistance trom another NGO or any other sourca. for th€ sama patienucas€, as ws are

requesting to get kom Koshik; Fcundation, to the extent that such assistance is granted by Koshika Foundaiion. lflhe requested assislance is not graflted

by Koshik; Fo-undalion. in part or in full, then the Hospital reserves it's right to mak€ up the shortfall trom another NGO or any other source. This

c6nfirmation essentially st;tes that the Hospital will not avail any duplicat€ assistanca for the s€mg patisnucasg from 8ny other NGO or any othgr source

ijfne asiistan"" t,om Koshika Foundation is only financial in nalure. The choice of the treatmenuproc€dure advised/corducled bylhe Hospital on lhe
pltient, ii UaseO on tne arangem€nt betw€€n thgpatient & the Hospital, and is in no way influenc€d by Koshika Foundalion. Hence. the Hospitalwill

;ssume sole & comptete resinsibility of the treatment & il's outcome & salety ot the patient, and Koshika Foundation will have no 1016 or .ssponsibilily

1) By affixing my signature or thumb impression on this Form, I rApplicant) heroby agree & authorise Koshika Foundatlon and il's Trustges to

use/publishi pufup/reproduce my name. address, photo & details of the 'purpose', for whicir such assislance ls r€quested/granted, through any

medium, inciudlng bul not limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormalion about it's

activities/achievements. Such use of my photo & details can b€ made by Koshlka Foundation b€fore or after my treatm€nt or fulfilmEnt ol tho 'purpos€"

for which assislance is being requ€stgd.

2) I (Applacant) turthet agree that any such use of my name, address, photo & details of the 'purpose', lor which such assistance is reque3tod,/granted.

wilt not automatically entile me for receiving or continuing the said assistance. Tho decision for granting and/or conlinuing the assistancs will ro3t solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ final ard acceptablo to m9.
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