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DECLARATION by APPL|CAi{I: qri(6 E{l dcqr cr:
1) I hereby confrn lhat all details in this Form are True to lhe best of my knowledge. Any false statoment will render my Application & ongoing assistancs, il any,

liable for rejecliorrcancellation.
2) I solemnly bnfirm trat asslstance, if received fom Koshika Foundation, will be used only for tho "purposo', as stated in this Fom' lor whid! such asslstanca
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby

use/publishi pul-up/reproduce my name, address, photo & details of the'purpose''

medium, inciuding but not limiled to verbal, print' electronic, for soliciting donation

activities,/achieve;ents. Such use of my photo & details can be made by Koshika

aoree & aulhorise KoshrKa Foundatrcn and it's Trustses to

f; whrch such assrstance is requested/granted, through any

s for Koshika Foundation and/or disseminating information aboul ifs

Foundation b€fore or after my treatment or fumlmont ol the 'purpose'

for which assistanc€ is being requested.

2) l (Applicant) luriher aglee that any Such Use of my name, address' photo & details of the .purpose", lor which such assistance is requestEd/granted,

will not automatically entile me for receiving or continurng the said assrstance. The d€cision ior granting and/or continuing the assistanca will r€st sololy

with the Trustees of Koshika Foundation, a;d their decrsion is lhis regard will be linal 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 Foundstion' Yve

(Hospital) herebY affirm & accept following

1)that we neither are presently nor will in ruture avail of financial assistance lrom another NGO or any other source, for the same patienucase, as we are

requesting to get from Koshika Foundation, lo the extent that s!ch assistance is grantod bY Koshika Foundation lf ths requssted assistancl is not grantQd

by Koshika Foundation, in Part or in lull, then the Hospital reseNe s it's right to make uP the sho rtfalI from anothgr NGO or any other sourcl This

confirmation essentiallY states that the Hospitalwill not avail any duplicate 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 treatmenuproceduro advised/con ducted by the Hospital on the

patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced bY Koshika Foundation Hence, the Hospital will

assume sole & complete resPons ibility of the treatment & it's outcome & salety ol the patient, and Koshi ka Foundation will have no role or responsibility

requested tho
not3)
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