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DECLARATIOi{ by APPITAiI: qIA<s fl dcE[ Yx:

1) I hereby confirm thai all details in this Form are True to the best of my knot/ledge. Any lalse statemont will render my Applicatlon & ongoing asststance, if any,

liable f or rejection/cancellalion.
2) I solermly confirm that assistanc€, if rec€ived from Koshika Foundstion, will b€ usgd only for the 'purposg" as stated ln thls Fodn. [o' which such as3H8,1ca
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1) By afiixing my signature or thumb impression on this Form, I

use/publish/put-upkeproduce my name, address, photo & detail

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

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

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

, oitt u 'prrpo""', for *hich such assistance is requested/granted, through any

soiiciting'donations to, Koshika Foundation and/or disseminaling information about its

made b-y Kosnila Foundation belore or afler my trealment or lulfilment ofthe'purpose'

for which assistance is being requested.

2) I (Applicant) further agree that any such use ol my name, address, photo & details of the "purpose" lor which such assbtance is requested/granted'

will nol automatica y entile me for receiving or continuing the said assistance. The decision fo. granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundalion, and their decision is this r€gard will be final and acceptable to me'
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By afiixing hereunder, signalure of ourAuthorised S ignatory for rccommending this case/patient lor financial assistance from Koshika Foundation' we

(Hospital) herebY afflrm & accept lollowing
1)that we neither are presently nor will in future avail of financiat assistance ftom another NGO or any other source, for the same patient/case, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Found ation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in lull, then the Hospital reserves it's right to make up the shortfallfrom another NGO or any other source. This

conflrmation essentiallY statos thal the Hospitai will not avail any duplicate essistanca for tho same pati€nucaso from any other NGO or any othar sourc€

The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
2l
patient. is based on lhe arrang€ment between the patient & lhe Hospital, and is in no way influencgd by Koshika Foundation. Hence, tho Hospital will

ass ume sole & complete responsibility of the treatment & it s outcome & saIety of the Patient, and Koshika Foundation will have no role or responsibility

in the matter.
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