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DECIARATIOI{ by APPLICAI{T: qri(6 f{ dxql c1:

1 ) I hereby mflfirm that all delails in this Form are True to lhe best oI my knowledge. Any fals€ stalement will rander my Applicalion & ongolng .sslslance, il any,

liable lor rejectiorrcancellation-
2) l solemnly confim that assistance, if rec€ived fom Koshika Foundation, will be used only for the 'purpose', as staled ln thls Form for which such assistance
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1)By afllxing my signature or thumb impression on this Form' I

uselp,-rUtistrlput-uplreproduce my name, address, photo & detail

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

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

rApplicant) hereby agree & authorise Koshika Foundalion and it's Trustees t0

s of lhe 'purpose', for which such assistance is requested/granted, through any

soliciling donations for Koshika Foundalion and/or disseminating information about it's

made b; Koshika Foundation before or after my treatment or fultilment of the 'purpose"

for rvhich assistance is being requested.

2) I (Appliaanl) further agree that any such use of my name, address, photo & details of the'purpos€' lor which such assistance is requested/Eranted'

wilt not automati€lly entitte me for receivini-o-r tnrinring ttr" 
"aio "siistance. 

The d€cision for granting 6nd/or clntinuing the asslstanc€ lvill rest solEly

,ritf, ttr" trrat""" oifoshika Foundation, a;d their decision is this regard will be linal and acceptable to me'
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By atfixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accept loilowing
1) that we ne{her are presently nor will in luture avail of llnancial assistance lrom another NGO or any other source. for the same patisnl/case, as we are

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

by Koshik; Foundation, in Pa rt or in tull, then the HosP ital reserves it's right to m,ke up the shortfall from anothor NGO or any other source. This

conti.mation essentiallY states that lhe HosPitalwill not avail any duplicate assistance for the same Patienucase from any other NGO or any oth$ source

2)The assistance from Koshika Foundation is only linan cial in nature. The choi ce of the lreatmenuprocedure advised/co rducted by the Hospital on the

palient. is based on the arrangement between the Patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospilalwill

assum e sole & complete responsibility of th€ treatmenl & it's outcome & safety ol the patient, and Koshika Foundation will have no role or resPonsibility
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