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DECLAnATDT{ by APPLICANTT sFiqd EO Siq'qr ct:
1)l hereby confirm that alldetails in his Form are True to the besl of my knowledge. Any false statemeht will render my Apptication & ongoinE asslstance, It any'

liabt€ for rejecliorvcancallation
2) I solBmnly confirm that a6sistanca, d receiv€d ftom Koshaka Foundaton, will be used only for the 'purpos6'. as stated in this Form for which such assislance
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SIGNATURE of

1) By afiixing my sign ature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundalion and its Trustees to

6r which such assistance is requested/granted, through any
use/publish/puLup/reProduce mY name, address, photo & d6tails of the 'purpose',

medium, including but not limiled to verbal, print, electronic, for soliciting donatlons for Koshika Foundation and/or disseminatlng information about ifs

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfllment ofthe'purpose'

for which assisiance is being requested.

2) I (Applicant) turther agree that 8ny such use ol my name, addres!, photo & delalls of the 'purpose". lol tYhich such assislanc€ is requested/granted'

wiit not automaticalty entle me for receivint or cont'inuing tne sait asiistance. Th€ decislon for granting and/or continuing th€ assistancr will rest solely

with ih€ Trustges of Koshika Foundation. and their docision ls this regard wlll b8 final and acc€ptable to me'
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By afllxing hereunder , signature of our Authorised Signatory ior recommending this case/patient lor financial assistance from Koshika Foundation' we

(Hospital) hereby amrm & accopt following
1) that lYs neither are Pros€ntly nor will in futu.e avail of finanoal assistancg frpm Snoth€r NGO or any other sourc€. for the s,ame pationt/case, as ws are

requesting to get from Koshi ka Foundation. to the extent tha! such assistanc€ is grantEd by Koshika Foundation. lf the requested assistance i6 nol granted

by Koshika Foundation, in Part or in full, then the Hospital resorves it's right to make up the shortfall from anothgr NGO or any other sourcs This

confirmation essentially states that tho Hospital will not aveil any duplicato assistan@ for th€ same Pgti6nuca so from eny other NGO or any othor source

2)The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatment/procedure advised/conducted by the Hospital on the

patignt, is based on the arrange mont between lhe pati€nt & th€ Hospital, and is in no rvay innuenced by KoEh ika Foundation. Honce, the Hospital will

assume sole & complete responsibility of the keatm€nt & it's outcome & salety of the patient, snd Koshika Foundation will havs no role or rssponsibility

in the matter.
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