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oEcLAFATtoN by APPUCAT{T: qr*(s tr( qilw vr:
1).1 hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing asslsiance' if any,

liable for rejeclion/canceihtion.
2) I solemnry bffirm that aEsistance, if rec€ived from Koshika Foundatioo, will be ussd only lor $e 'purp(,se', as strated in this Fom. tor whidl suc-h assistance

was requested by me.
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By affixing hereun.ter, signature of our Authorised Signalory for recommending this case/patient for financaal assistance from Koshika Foundation. we

(Hosprtalt hereoy atf'.m E accepl following:
il that we neitner are presenfly nor will inJuture avail of flnancial assistance from anolher NGO or any other source, for th€ same patienucase, as we are

r;questing to get from'Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Uy ioitrit"" fo"rna"tion. in part or in full, then the Hospital reserves it's rightto make up the shor$all from another NGO or any other sourcs. This

;nfirmation essentially stat€s that th6 Hospital will not avail any duplicaae assistanco for the sam€ pationt/cass Irom any oth€r NGO or any other source.

2) The assistance from Koshika Foundalio; is only financial in nature. The choice of the treatmenuproc€dure advised/conducted by th€ Hospital on lhe
p;tient, is based on lhe afiangemsnt between thepatient & lhe Hospital. and is in no way influenced by Koshika Foundation. H6nce. ths Hospitalwill

assume sole & complete resp;nsibility of the treatment & it's outcome & salety o, the patient, and Koshika Foundation will havo no rolg or responsibility

in the matter.

1) By aflixing my signature or thumb impression on this Form, I

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

medium. includinq but not limiled lo verbal, print, electronic, for

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

for which assistance is being requested.

2) i (Appticant) furlher agrCthat any such use of my name, address, photo & d€tails ofthe'purpose', for which such assistance is requested/gEnted,

will nol automaticalty enaite me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistancs will rest solely

with the Truste€s of Koshika Foundation, and their decision is this .€gard will be final and acceptable to me.
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(Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

s ol the 'purpose", for which such assistance is reguested/granted' through any

soliciting donations lor Koshika Foundation and/or disseminating information about it's

made bt Koshika Foundation before or after my treatment o. fumlmenl ot the 'purpose'
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