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DECLARATIOT{ byAPPLICAIJT: crrii-6, !r{r s}qqr vr:

1) I hereby mnfirm that all details in this Form are True to the best of my knowledge. Any fals€ statsment will render my Application & ongoing sssistanca. il any'

liable for rejectiodcanc€llation.
2) l Sol8mnly confirm that assistance, if rec€ived lrom Koshika Foundation, will b€ used only for the "purposs'' as statod in this Form for whidl such assiatance
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1) 8y affixing my signature or thumb impression on this Form' I

use/publistr/put-uplieproduce my name, address, photo & detai

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

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

(Applicanf) hereby agree & authorise Koshika Foundation and rt's Trustees to

t" oitf,u "prrpo""t, tr,rhich such assistance is requested/granted, through any

Ioricitingionat,ons for Koshika Foundation and/or disseminating information about it's

."1" iV io"n*" r"r"dation before or after my treatment or fulfilment ofths'purpose"

for which assistance is being requested

2)l(Applicant)lurthelagreethatanysuchuseofmyname,address,photo&detailsofthe.purpose,,lorwhichsuchassistanc€isrequest8d/granted'
will not automaticatly entitle me for receivinilr L"ii,trrg ti," 

""id ".iistance 
The decision ior granting and/or conlinuing the assistanca will rest solely

with lhe Trustees of Koshika Foundataon, a;d their decision is this regard will be final and accsptable to me'
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPR ESSION :
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By alfixing hereunder, signature of ourAuthorised Signatory for recomm€nding this case/patient for financial assistanco hom Koshika Foundation' wg

(Hospital) hereby afiirm & accept following

1)that we neitherare Presently nor will in future ava il of financial assistance from another NGO or any other source, for the same patienucase, as we are

rgquesting to get from Koshika Foundation, to the extent thal such assistance is grantgd by Koshika Foundation. lI the req uesled assistance is not granted

by Koshika Foundation. in Part or in full, then the Hospita I reseNes it's right to make up the shortfall fro another NGO or any other source. This

conf irmation essentiallY statesthat the Hospitalwill not avail any dupli cate assistance for the same Pat ienucase from any other NGO or any other source

2) The assistance from Koshi ka Foundation is only financial in nature The choice of the treatmenUProce dure advised/conductod by the Hospital on the

patient, is based on the ar.angem ent betw€en the Patient A the HosP ital. and is in no way influenced bY Koshika Foundation. Hence, the Hospitalwill

assum e sole & comPlete responsibi lity of the treatment & it's outcome & safety of th€ Patient, and Koshika Foundation will have no role or responsibility

in the matter.
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