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DECLARATTOT{ byAPPLtCA T: qd$ tr{ qiqqr vr:

1) I hereby confirm thal all details in tis Form are True to the besl of my knolvledge. Any false stalement will rende. my Applic€tion & ongoing assistance, if any,

liablo for rojectiorrcancollation.
2) I solemnry ;nfirm lhat assisl,ance, if receivod from Koshika Foundation, wilt b€ used only for thg 'purpose', as stated in this Fom. tot whlch 3ucfi assigbnce

ri€s r6qu6led by m8.
iiifiJiUi*"t,i, m"t I have not & wi[ not in future, avail of reimbucement, in part or in tull, from any other sourc€/employer/insurance company, of he amont
for whbh this assistanca is requ8sted.
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1) By afilxing my signature or thumb impression on thls Form, I

use/publishi put-up/reproduce my name, address, photo & detai

medium, including but not llmited to verbal, prinl, elecironic, tor

activitiedachievements. Such use ol my photo & details can be

for r{hich asslslanc€ is being requelted.
2) I (Applican0 turther agree-Uraiany such use of my name, addresE, photo & delails ol the 'purpos€', for whlch suci assistance is request€d/graniad,

wtt noi automaticatty en0de me for roceiving or conlinuing the said assistanc€. The decision lor granling and/or continuing the assistanco wlll rsst sololy

wlth the Tfustees of Koshlka Foundatlon, and thelr decision ls this rogard will be flnal and acceptrable to mo.
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"etfiror' qq *$ arffml 6r fidq efrc qk Tq-ert d,llt

By affixing hereund er, signature of ourAuthorised Signatory for recommending this case/patient tor financial assistance lrom Koshika Foundation, wo

(Hospital) hereby affi rm & accept following
1) that we neither 8re presently nor will in future availof flnancial sssistance from another NGO or any othor sourc6. for th€ same p8tienucass, as wo ars

requesting to get from Koshika Foundation, to the exlent that such assistanc€ is grant€d by Koshika Foundation. lf the requested assistanc€ is not granted

by Koshika Foundation , in part or in lull, then the Hospita I reservos lt s ight to make up the shortfall ftom another NGO or any other 6ource. This

confirmation ess€ntiallY states that lhe Hospital will not avail any duplic€tg assistanco lor the same palienucasE from any other NGO or any other source

2) The assistanc! from Koshika Foundation is only financial in nature. The choi@ of the Ueatmenuproced ure advised/conducted by the Hospital on the

patient , is bas€d on the arrangement between the pati€nt & th€ Hospital, and is in no way influsncsd by KoEhika Foundation. Henco, the Hosptlalwlll

assume sole & clmplete responsibility of the koatrnenl & it's outclme & safety ofthe pationt, 8nd Koshika Foundation will hgve no role or responsibility

in the maner.
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(Applicant) hereby agree & sulhoriso Koshika Fouodation and it's Truste€s to

ls ot the 'purpose', for,.vhich such asslstance is requ€sted,/granted, through any

soliciting donatlons for Koshika Foundation and/or disseminaung information about lt'8

made bt Koshika Foundation before or afler my treatment or fumlment of the 'purposo'
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