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DECLARAIOT{ by APPLTCANT: qr*(d' Em d+I!II yd:

f) I hereby confirm lhat all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing sssistance' if anv,

liable for rejection/cancellation.

2) I SOlemnly mnfirm that assistance, if received from Koshika Foundation, will be used only for tho "purpose" as strated in this Form' for whlctt suct assistance
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the decision ior granting and/or continuing the assistanca will rost solely
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1) Bv affixing my signature or thumb impre ssion on this Form, I {Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pu blish/pulup/reproduce my name, add ress, phoio & details of the 'purpose" for which such assrstance is requested/granted, through any

medium, including but not limrted to verbal, print. electronic. for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievenents. Such use of my photo & details can be made by Koshika Foundati on before or after my treatment or fultilmsnt ofthe'purpose

"aifiwr" qe1<rd <rRrd cr fiotq sfdq *r clqrra d.Irt

By affixing hereunder, sig nature of our Autholised Signatory for recommending this case/patient for linancialassistance lrom Koshika Foundation' we

(Hospital) hereby affirm & accept following

1) that we neither are Presently nor will in fu ture avail of financial assistance from another NGO or any other source, for the same patient/case, as we are

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

by Koshika Foundation,
confirmation essentiallY

in part or in full, th€n the Hospita
stales that the Hospital will not a

I reserves ifs right to make uP the shorlfall from anolher NGO or any other source This

vailany duplrcaie assrslance for the same patienucase from anY olher NGO or any other source

2)The assistance from Koshika Foundation is only financial in natur€. The choice of the treatmenUproce dure advised/conducte d by tho Hospital on the

palie nt, is based on the arrangement between the Patient I the HosP ital. and is in no way influenced bY Koshi ka Foundation. Hence, the Hospital will

ASSUme sole & comPlete resPonsibi lity of the treatment & it's outcome & safety of the Patient, and Koshi ka Foundatlon will have no role or responsibility

in the matter.
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