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oECLAFAnon by APFLtcaNr: qrt<6 gm liwn vr:
1) I hereby conflrm thal all details in this Form are True to lhe best ot my knowledge. Any false statement wlll render my Application & ongdng assistance, if ahy,

liablo for rsjectiodcancellatioo.
Zl f sofemnfy brmrm rut assistance, if rsceived frcm Koshika Foundation, will be us€d only lor the 'purpose'. as stated in this Form. br which suc+r assisbnc€

was Gquested by me.
jfTfiJi"ti-il-"iri" tra I have not & will not in tuturo, avail of reimbursem€nt, in pad or in tull, ftorn any othsr sourceremployor/insurancS company, of the arnount

for ,,vhich this assistance is requested.
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'l) By afiixing my signature or thumb lmpression on this Form, I

use/publish/put-up/reproduce my name. address, photo & detai

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

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

for which assistancs is being requested.

2) I (Apptican0 lurther agrejthaiany such use ol my narne, address, photo & delalls ol the'purpo8e', for which such assistance is requested/granted,

wltt noi automatically eniile me for receiving or continuing the said assistance. Thg docision for granting and/or conlinuing the asslslsnce will rcsl solely

with the Trustoes of Koshika Foundation, and their d€cision is this rsgard will bg final and acceptablo to me'
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By afixing hsreunder, signature of our Authorised Signatory for reclmmending this case/patient lor financial assiEtance from Koshika Foundation. we

(Hospital) hereby amrm & acc€pl lollowing:
iiffift;;,i#;;; preseniy nor witt in-tuture avait ol financial assistance from another NGO or 8ny other sourca. for the same pationucase, as we are 

.

,Jqresting to get f,or'Xosnifi FounOation, io ttre extent that such assislance is g€nted.by Koshika Foundation lfthe requesl€d sssistance is not granted

Lr'io"f,ii"" fo'rnO"tion. in Dart or in fu , then the Hospital reseNes ll's nght to mike Up thi shortfall from another NGO or any othor sou,ce. This

"6iiiiiJii"i "i""-"t,"rrv 
itiesttrar tne Hospitat ,xi not avait any duplicaie assistanc6 lor the sam€ pationt/case fiom any other NGo or any oth6r sourco.

iiit" "*iti""" 
fariKostrita Foundatiorirs only financrat in;alure The chorce ol the treatmenuprocedure advised/conducted by the Hospitalon the

plti",rt, i.G"J o^ it" arrangement between ihipatent & tho Hospital. and is in.no way rnfu€nggd ql.Ko:hlkaj:lndalion .Henc6. 
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rn lhe matter.
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of lhe "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 belore or after my treatment or futfilmenl of the 'purpose'
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