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DECLARATION byAPPLICAI{X qri(6'ERr s}cqr v{:

1) I hereby confrm that all details in this Form are True to lhe best of my knowledge. Any talse stalement will render my Application & ongoing assistance. lf any,

liable for rejectior cancelladon.
Z) tiotemnty iontrm trat assistance, if received from Koshika Foundation, will be used only for the 'purpose', as staH in thls Form. for whlch such assistance

was requested by me.
3) I hereby confirm thal I have not & will not in future, avail of reimbursel

for which lhis assistance is requested.
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1) By afilxing my signature or thumb impression on this Form, I

use/publish/pulupheproduce my name, address, photo & detail

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

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

for which assistance is being requssted.

2) I (Applicant) further agreJthaiany such use ol my name, address, photo & dstails ot ihs "purpose". for which such assistiance is rsqugsled/grantod,

witt noi autoriticarty eniile me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc€ will r€st solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acteptable to me

l) y( yq-d c( qci ERRR ql d,rJ ql uc d,l6(, { (qrAF) qri srcfr d & 6rdl tcc 'qifrffi srdaw iqt{ Tst <ttr " +t affr{il 6{ir {ft +( fi'
Tdr. qU st{ ql idd{"r is rc? { $tn *, Bt '6tEr6r' qsl qrql, <r, qrqrrql $f B(fYq i Ed,'fdfcfirci qk llrdfdtrcl d ftd ffi ql vm qqq

i l{fid 6{i * tdq qtu{-d tr li yqx 6I frdor li yi c * qii qr qr< t E.d * feq "liftmr qrr}rr' c qs qtrqa tr

2) d (iiriq6) w crd t {Eqf, t k t{ {q, rar, qtdi lqh f{qor S f{ @F-dr A qt[dt ntit t n{ ea: I{fiTf,r 6l tr6ql{ 1A +rfir rssCq{

'qtFnor" qq 3sd qfrd +r fr"iq sltdq olR irt[6rt dfll

By affixing hereunder, s ignature of our Authorised Signalory for recommending this case/patient for financial assistance from Koshika Foundation. lve

(Hospital) hereby affirm & accept following
1) lhat we neither are Presentty nor will in future avail of Unancial assistance from another NGO or any other source, for the same patienucase, as we are

requesting to get fiom Koshi ka Foundation. to the extent thal such assistance is granted by Koshika Foundalion. If lhe requested assistanc€ is not qranted

by Koshika Foundation, in Pa rt or in full, thon the HosPi tal reserves it's right to mak€ up the shortfall from anothe r NGO or any other source. This

confi rmation essentiallY states that the Hospitalwilt not avail any duplicate assistance for the same patienucase from any other NGO or any other source

2)The assistance from Koshi ka Foundation is oflly financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

pationt, is based on the anangem ent between the patient & the Hospital, and is in no way influenced bY Koshika Foundation. Hence, the Hospital will

assume sole & complete rcsponsibi lity of the treatment & it's outcome & safety ofthe patient, and Koshika Found ation will have no role or responsibility

in the matter.
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iApplicant) hereby agree & authorise Koshika Foundalion and il's Trustees to

s 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 by Koshika Foundation before or after my treatment or fulfilment of the "purpose"
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