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DECLARATION by APPLTCA T qli(fi !m qic![ !x:
1) I hersby confrm that all dotails in this Form are True to the best of my knowledge. Any fals€ statement will render my Application & ongoing assistanc€, if any,

liable lor rejectiory'canc€llation.

2) I solemn[ Lnfirm that assist]anc€, if receivod lrom Koshika Foundaton, will be used only for lhe "purposs', as statod in this Form. for whicir sudl assistane
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1) By afiixing my signature or thumb impression on this Form, I

use/publish/put-upheproduce my name, address, pholo & detarl

medium, includinq but not limited to verbal' print, electronic, for

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

fo. which assistancg is being requested.

2) I (Applicano fudher agree-rhaiany such use ol my name, address, photo & details of the "purpose', for which such assistance is requested/granted,

witt noi automaticatty entile me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanco will rest solely

with the Trustees of Koshika Foundation, and their decision is lhis regard will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised signatory for recommending this case/patient for financial assistance from Koshika Foundation. tYg

(Hospital) hereby affirm & accept lollowing
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienucase, as we are

requesting lo get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requeslod assistance is not granted

by Koshika Foundation, in part or infull , then the Hospita I reserves it's right to make up the shortfallfrom anoth er NGO or any other sourc6. This

confirmation essentially states that the Hospitalwill not avail any duPlicaie assistance for the same patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the arrangement between the patient & the Hospi tal, and is in no way inffuenced by Koshika Foundation. Hence, the Hospitalwill

ass ume sole & complete responsibility of the treatment & it's outcome E safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.

,r,t ,rtn, 
"*ut "t 

iit{ t cFd,+ft 4i ,qiftfiI srr*rn" t fcfdq xtfi{ill *g ffi{I d cT0 t, ffi f,q (E8me) ftq I{n t qrq c dtdF qd tr

l)..f6;dirtq'rdnri1qfre{fslfrq{rgdrffi+nq66r6{snqrffirrqsteismtrtnrqd{t'iqrtrit,t*ftuqi'6ifir6l$ra-*fi"
t fisvfivrffir vqfl * srrq { ,4ifa6r sE-*{H' rr( q< +E f6 tr qfi 'Eififfir src*ln' gm q[t{ fr{ft aifffirr+'< tg cd{ rd Fqr srdl I li qqflq

ffi qq fk sr*rt qel qr ffi rq r*rr5 t sfiTdr tt qir efrrn Erfra re-tr ir Vq lE { sq 6lI qrdl * ft qqtna Grftq q< sm t'ftnFd *S fFS

+R €1610 rt*qt qr f6S :q-< qrqr t rff dryd'tt

z "ciREr srs-*I1, i d ri (dr.r *rd Fftrq r{fr +1 tr rifr w m-tro rm d ,ri R-on qr fi 'ri sc-sEqtuqr 6I TrIs tfl qs rsm
dd.qartcwt.qt{"6ttI6Isrrefl?',ffiron6lal{<qTsfatrrsHEwdla{+fr*ronSwrdrrrcriqri6l{ltfrffitffqcf,wE
61d't qt,6iftrdr, ii 61i $rfl qr ffi y{ qrrd { d dfit

{Applacant) hereby agree & authoriso Koshika Foundation and it's Trustees to

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

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

made bt Koshika Foundation before or aflsr my treatment or fulfilment ol the 'purpos€'
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