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DECLARAT|O by APPLICAI{r: rrrit'r Em q]qq rr:
1) I hereby conlirm thal all details in this Fom are True to the best of my kno,i,ledge. Any false stalement will rend€r my Application & ongoing assislance' if any'

liable lor rejeclion/cancollation.
2) I Solemnly Confirm that assislance, if rocsived from Koshika Foundation, will be usEd only lor the 'purpose', as statod in this Fom fot whlch suci assbtance

meuestedS byreq amothe unlofrancensu nycompaerolhful source/employer/ifromoto, re bulsement.not refulu avar parthave ol Ethatconfirm3 hereby
isassistancewhichfor ts requestdth qI ],f{R f{f,rmnqrdlcTqI fit3I{rCI6!FIfssFrqft gs6ri6 v{ {6i+0f{cpr sr{6ra {Ec qrt'd6rdl fs lTFq Ri !8-t{Rii,qqr (€{ t gtlc tryr6rls\Hi f6cr sqTd 613cd4 rkq3!f6ldi {6qI $"dfrrdr{iErdln ]Tfu2 il 6RI {qfrqfrqId 3tR dti6q4 tnffi rld,fr+{6r$cl3rFr6{'I TFmtqI FRIftTq6iyr+{ris€ {6Frnl qtt(I3
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
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FoR |i{TERNAL USE of KoSHIKA FoUNDATIoN
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1)By affixrng my signature or thumb impression on this Form, I (A9plicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/publish/pu!uP/reProduce my name, address, photo & details of the'purpose" , for which such assistance is requestsd/granted, through any

medium, including but not lim ited to verbal, print, electronic, for soliciting donations for Koshika Foundalion and/or disseminating infomation about it s

activities/achievements. Such us€ ol my photo & delails can be made by Koshika Fo0ndation betore or alter my treatment or fumlm€nt of the 'puDose'

2) I (App licant)fudher agree that any such use ol my name, address, photo & details ot th€ 'purpose', lor which such assigtance is req uested/granted.

will not automaticallY entitle me for receiving or continuing the said assistance The docision tor granting and/or continuing th€ assEtanca will rest solely

with the Trustees of Kosh ika Foundation, and their d€cision is this rcaard will be final and accoptable to me
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By afflxing hereunder, signature of ourAuthorised Signatory for reclmmending this case/patient fo.linancial assistance from Koshika Foundation' we

(Hospital) hereby afiirm & accepl following:
1)that we neithsr ar€ Pre sently nor will in future avail of financial assistanc€ trom anothor NGO or any other source. lor the s€me pati6nt/case, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is grentad by Koshika Foundation. lf th€ requested assistance is not granted

by Koshika Foundation, in part or in full, thon the HosP ital res€rves it's dght lo mako up ths shortfall fiom another NGO or any other source This

confi rmation essentially statos that th6 Hospital will not ava il any duplicat€ assistance for the samo pati€nl,/cass from any othor NGO or any oth€l source

Th€ assistance from Koshika Foundation is only financial in na ture. The choice ol the t eatmenuprocedure advised/cond ucted by the Hospital on the
2)
patienl . is based on the arrangemgnt b€tween tha patisnt & the Hosp ital. and is in no way influonced by Kosh ika Foundatioh. Honce. the Hospitalwill

assume sole & complete responsibility of ths keatrnent & its outcome & safety of lhe patient, end Koshika Foundation will have no role or responsibility

in the matter
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