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DECL RATIOa{ by APPUCANT qlt<f ERr dlqr lxr
1 ) I hereby conlirm that all details in ttris Fom are True to lhe b€st of my knowledge. Any ialse stralemont will render my Applicatkr & ongoing ascalance, if any'

liable for rej€ction/cancdlation.
2) I sol€rnnly conlhrn that assigtanc€, f received lrom Koshika Foundation, will b€ us6d only lor the "purpos€', as sNated in this Form fof whldl such asslstanc!
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1) By affixing my signature or thumb impression on this Form' I

usei publish/put-up/reproduce my name, address, photo & detail

medium, including but not limiled to verbal' print, electronic' lor

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

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

r oitt u "pr,pot"', tol. n hich such assistance is requested/granted, through any

"ofi"iting 
don"tion" to, Koshika Foundation and/or disseminating inlormation about it's

irj" uv k""r,if, fo*dalion before or after my treatment or fuifilment olthe "purpose'

for which assistance is being requested.

2)l(Applicant)furtheragreethatanysuchUseofmyname,address.photo&detailsolthe..purpose,,'orwhichsuchassistanceisr€qu$ted/granted,
will not automatically entitte me for receiving oi continuing the said assistance. The decision for granting and/or continuing the assistanc! will rest solely

with the Trustees of Koshika Foundation' a;d their decision is this regard will be final and acceptable to me
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By affixing hereunder, signature of our Authorised Signato ry for recommending this case/patient for financaal assistance from Koshika Foundation' we

(Hospital) herebY affirm & accopt tollowing
1) that we neither are presently nor will in fulure avai I ol financial assistance kom another NGO or any other source. for lhe 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 Foundati on, in part or in full, then the Hospital reserves it's right to make up the shortfall from anothor NGO or any other source. This

conf irmation essontiallY states that the Hospitalwill not avail any duplicate assistance for the same patienucaso fiom any other NGO or any oth€r source

2)The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/cond ucted by the Hospital on the

patient, is based on the arrangemen t between the patient & the Hospital. and is in no way influenced by Koshika Foundation Hence, lhe Hospital will

assume sole & complete responsibili ty of the treatment & at s outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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