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DECLARAnO by APPLTCA T: iili<6, !m dqqr !-d:

1) I hefeby confm thal all details in this Form are True to the best of my knowledge. Any false slatement wi render my Applicadon & ongdng assistanc€' il any,

liable ror rejec{ior/cancellatirn.
a illii,,].ri-liirtiriirr"i """istance, 
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1) By affixing my signature or thumb impression on this Form' I

use/publish/put-upkeproduce my name. address photo & dctai

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

activities/achievements. Such use of my photo & delails can b€

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

li of the 'purpose", for which such assistance is requested/granted, through any

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

made b, Koshika Foundalion before or after my lreatment or fullllmsnt of lhe 'purpose'

for which assistance is being requested

2) I (Applicant) further agree that any such use of my name, address. pholo & details of the'purpose" tor which such assistance is requEsted/granted'

wilt not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or conlinuing the sssistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to mo
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By aftixing hereunder, signature of our Althorised signatory for recommending this case/patient lor linancial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accePt following
1)that we neither are presently nor will in futu re avail of llnancial assistance from another NGO or any other source, for the same patient/cas6, as we are

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

by Koshika Foundation, in part or in full, then the Hospital reseryes it's right to make up the shortfall from another NGO or any other sourc€ This

conf irmation essentiallY states that the Hospital will not avail any duPlicate assistance for the samo pationvcase from any other NGO or any other source

2)The assistance from Koshika Foundation is only financial in nature The choice of the trealmenUprocedure advised/conducte d by the Hospital on the

patient, is based on the anangem ent between thB patient & tho Hospital, and is in no way influencod bY Koshika Foundation. Hence , the Hospitalwill

ssume sole & comPlele responsibi lity of the trealment & it's outcome & satety ol the pati€nt, and Koshi ka Foundation will have no role or responsibility
a
in the matter.
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