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DECLARANON by APPLICAT{T: q+(6, 6R dq![ E,:

1) I hereby mnfirm lhat all details in lhls Form are True to the best of my knowledge. Any lalse statement will r€nder my Application & ongoing assistanc€, if any,

liable for rejeclion/cancellalion.
Z) i sofemnfy iontrm trat assistance, if re@ived frcm Koshika Foundation, will be used only tor the "purpose'. as stated in fiis Form for whlctt such assistance

was requested by me.
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1) By affixing my signalure or thumb impression on this Form, I

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

medium, including but not limited to verbal, print elechonic, for
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rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees td

s of the "purpose', for which such assistance is requested/granted, lhrough any

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

made by Koshika Foundation belore or after my lreatment or fulfilment of the 'purpose"

for which assistance is being requested.
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with the Trustees of Koshika Foundaiion, and their decision is this regard will be final and acceptable to m9.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby atfirm E accepl following:
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oresenflv nor wil in future avail of financial assistance from another NGO or any olher source, for the samg patient/case, as we are

,Jqr"iti"s ii i;ll ri".'ioir'ir.i rornort'on, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

bv Koshlka Founctation, in part or ln fufl, then th6 Hospital reserves it's rightto m;ke up the shortfallfrom anothgr NGO or any other sourc6. This
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froni Koshika Foundatio; is only financial in nature. The choice of the treatmenuprocedlre advised/conducted by the Hospital on the

oatrent- is based on the arranqement between the pati€nt & lhe Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill

;;;;; ;"t; t;;;i"ie reip'onsiuititv ot tte trealment & it's outcome & safety ot the patient, and Koshika Foundation will hsve no role or responsibility

in lhe matler.
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