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DECLARATIOiI by APPLICAiII: qr+R.- Enr dcw !r:
1) I hereby confirm that all details in this Form are True to the best of my knorvledge. Any false statemsnl will render my Applicstion & ongoing asslstance. if any,

liable for rejectiorrcancallation.
Zl fiofernfiionnm tlat assistanc€, if received from Koshika Foundation, willbe used only for the 'purpose', as stated ln this Form. for whict such assistance

was requested by me.
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1)By afflring my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and ifs Trusiees to

use/pubtisniiutiup/ieproduce my name, address, photo & details of the 'purpose", for which such assistance is requested/granted. through any

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundalion and/or disseminating information about it's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundalion before or afler my treatment or fullllment of the 'purpose"

for which assistance is being requested.

2) I (Applicant) further agree thal any,such use of my name, address, photo & details ol the "purpose". for which such assistance is requested/granted,

wi noi automatically enti e me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this r6gard will be final and acceptable to me.
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By affixinq hereunder, signature of ou. Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

in the matter.
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presen y nor wrtl in tuture avail of financial assistance from another NGO or any olhor source, lo. the same patienucase, as we are

rdquestin! to get from Xoshik; Foundation, to the exlent lhat such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Ly'i"iiiiil i,i-a"im. in part or in fu[, then the Hospital reserves it s right to m;ke up the shortfall from another NGo or any other source This

c6nnimation essentiaffy st;bs that the Hospital will not avail any duplicate assistance for the sam€ patieit/case from any gfher NGO or any othgr source.

2) The assrstance kom Koshika Foundation is only financial in ;ature. The choice oI the treatmenl./proc€dure advised/clnducted by the Hospital on the

;:i;;t, iJ;;;;;ih" aningement Uetween the patient & the Hospital, and is in no way influenced by Koshika Foundation. Honce. the Hospitalwill

lssume sole & comoiete resp;nsibility of the trcatmenl & it's oulcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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