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DECLARATIOa{ by APPLICANT: ict*(6 fi dqql qr:

1)lhereby conlirm thal alldetails in this Form are True to the best of my knowledge, Any false statement will render my Application E ongoing assislance, ifany,

lhble lu e&lionl ?nd,leton.
zt iiofemnfi;nnim tfrat assistanc€, if received lrom Koshika Foundation, will bs used only for the'purpose'. as stated in this Fom, for rvhich such assistance

was requested by me.
iiitteriov conn,in ttat I have not & will nol in future, avail of reimbursement, in parl or in tu

Ior whlch this assistance is requested.
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1) By aflixing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name, addrcss, photo & detai

medium, including but not limited to verbal, print, electronic, for

activities/achievements. Such use of my photo & detalls can bo

lor which assistance is being requested.

2) I (Applican0 further agree-that any such use of my name, address, photo & details of the 'purpose', for which such assistance is requested/granted,

witt noi automaticatty enii{e me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptable to m€
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By afiixing hereunder, signature of ourAuth orised signato.y for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afllm & accept following
that we neither are presently nor will in fulure avail of llnancial assistance from another NGO or any olher source, for the same patienvcase, as we are

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

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

soliciting donations tor Koshika Foundation and/or diss€minating information about its
rnade bi Koshika Foundation before or atter my treatment or fulfilment of the "purpose'

1)
requesting to get lrom Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granled

by Koshika Foundatlon, in pad or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any oth€r sourco. This

con firmation essentially states that the Hospital will not avaal any duPlicats assistance lor the same patignl/cas€ f.om any other NGO or any othor source

2) The assistance from Koshika Foundation is only financial in nature. The c-hoice of the featment/procedu re advised/conducted by the Hospital on the

patienl , is based on the arrangement bctweon the pati€nt & the Hospita l, and is in no way influenc€d bY Koshika Foundation. Hence, th€ Hospital will

asSume scle & complete responsibility of the treatment & it's outcome & safety ot lhe patient, and Koshiks Foundation will have no role or responsibility

in the matter.
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