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1) I hereby confirrn that all delails in this Form are True to the besl of my knowledqe. Any ialse stalement w lJ render my Application & ongoing assistance, if
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3) lherebyconftrntthatlhavenot&vrill notrnfuture,avarl of rermbursement tn0a11 or nfL, fron'a^vothersource/employer/insurancecompany.of theamounl

for which this assistance is requested

1){q1qq6riltB'y€crscikq,ra€!r1 fr-qiqitqTT*rfr*ergnnvflqs{Eitr qR+'(frs{'rcs+tri3ftrflsrqlqrfltdi-twrq-mt{rmdqrv+-frtr

2) i{ Em qT v6r.kn iTfu "oifrrfl qrs=aYri", t d qr € t, vr+r gqqtr sd r{v.q qi 
1ld + Frq iscl qmn ct Fs rr6at i .fir rqr tr

l) i gR 6{-fl d. 16 fuq rr6rq-fl B-g {d fif{ a1,r{ t, Tq {rRr 6r Bilfrrs ar $6-fl frwt GEdl o{q sTd,flfiffi",+cr 6qfr q r ni frq1 t elh r in qf{q { ifur

DECLARATION by APPLICANT: 3lr+{d ERI dqqt qr

by ER

use/publishiput-uplreproouce my name. address, photo & details of the "purpose", for which such assistance is requested/granted through any

medium, includinq but not limited to verbal pr nt electronic for soliciting donations for Koshika Foundation and/or d sseminating informatron about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my trealment or fulfilment of the "purpose"

for which assistance ls being requested.

2) I (Appticant) lurther agree that any such use oI my name. address pholo & details of the 'purpose', for which such assislance is r-equesled/granted,

with the Trustees oi Koshika Foundation and their decision is lhrs regard will be final and acceptable to nle.
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1)By affxing my signature or thumb rmpression on thrs Form. I hereby agree & authorise Foundatron and it s Trustees to

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
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By affixing here under, signature oi ourAuthorised Signatory for recommending tnis caselpatient for financial assistance from Koshika Foundation, we

(Hospitat) hereby affirnr & accept followingr

1) that we neither are presently nor will in future avail of financial assrstance from another NGO or any other source, for the same palienucase, as we are

requestin[J to get irom Koshtka Foundation to the extenl that such a-ssislance is granted by Koshika Foundation. lf the requested assistanoe is not granted

by Koshrka Foundatton, ln part or in lull, lhen the Hospital TeseTVes il s ilghi to ntake up the shortlall from another NGO or any other source. This

confrrmatron essentially states that lhe Hospital wili not avarl any duplicate assisiance for the same patient/case from any other NGO or any other source.

patrent, is Liased on the arrangenlenl tretween the patrent & the Hospital, and is in no way influenced by Koshika Foundatton. Hence, the Hospital will

assume sole & conlplete responsibrlity of tne treatment & it s outcome & safety ol the patrent, and Koshika Foundation will have no role or responsibility

rn the matter.
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