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DECLARATIOil by APPLICAiIT: rfi+(6 Bm dclll !-r:

1) I hereby mnfirm that all delails in this Form are True to the besl of my knowledge. Any false statement will render my Application & ongoing assistanca if any,

liable ror re,ectjon/canc€lletion.
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ionni, tttat assistance, if received hom Koshika Foundation, will be used only for the 'purpose', as stated in this Form for whict sucil assistanc€
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1) 8y afilxing my signature or thumb impression on this Form, I

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

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

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

aApplicant) hereby agree & authorise Koshika Foundation and it's Truste€s to

s of the 'purpose', for which such assistancd is requested/grant€d. through any

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

made b, Koshika Foundation before or after my lreatment or lulfilment ol the 'purpos6"

for which assistance is b€ing requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose", for which such assistrance is requosted/granted'

witt not automaticatty eniile me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistrancs lvill rest solely

with the Trusiees ol Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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Ay affixing hereunder, signature of our Authorised signatory for recommending this case/patient for linancial assistance from Koshika Foundation, we

osprlal) hereby atlirm E accept lollowing.
thal we nerlher are presenlly nor will in fut

(H
1) ure avail of financial assistance from anothe. NGO or any other source, for the same patienucase, as we arc

requestinq to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf lhe requesled assistance is not granted

by Koshika For.rndation, in part or in full, then the Hospl tal reseNes ifs right to make up the shortfall from anothor NGO or any other source. This

conlirmatio n essentially statss that the Hospitalwill not avail any duplicate assistance for thg same patient/case from any other NGO or any other source

2) The assistance from Koshika Foundalion is only financial in natu.e. The choic€ of the treatmenuproced ure advised/conducled by the Hospital on the

pat ient, is based on the arrangement betweon the patienl & lhe Hospital, and is in no way influenced by Koshika Foundation. Hence. th€ Hospital will

assume sole & complele responsibility of tho trealment & it's outcome & safety oI the patient, and Koshi ka Foundalion will have no role or responsibility

in the matter.
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