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OECLARATIOiI by APPLICANT: r4ltqT E{t dqE[ cr:
'! ) I hereby confirm hat all details in lhis Form are True to the best of my knowledge. Any tulse statement will render my Application & ongoing assistance, if any,

liable ror t€jecliorrcancallation.
2) I solgmnly confirm lhat assistanca, if received lrom Koshiks Foundatbn, will be used only for the 'purposs', as stated in this Fom. for which such assistance
was requested by m9.
3) I h€r€by conlirn ftat I have not & will not in future. avaal of r€imbursoment, in part or in full, from any oth€r sour@./employer/insurance company, of he amount
for which this assistanca is requested.
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qni raw z
SIGIiIATURE of TRUSTEE I
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By affixing hereunder, signatu.e of ourAuthorised Signatory for reclrrmending this caso/patient lor financial assistance lrom Koshika Foundation, we
(Hospital) hereby affrm & accept following:
i) that w; neith;r are p.esentlynor will inluture availof financial assistance from another NGO or any other source, for the same patient/case, as we are

requesting to get hom Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance i6 not granted

bykoshiki Fo-undation, in part or in full, then the Hospital roserves it's right to make up the shortfall fiom anoth€r NGO or any other source. This

cirnfirmalion €ss€ntlally st;tes that ths H6pital will not avail any duplicate ssslstancg lor tho same patisnvcaso from 8ny olher NGO or any other source.

2) The assastance f.om Koshika Foundation is only financial in nature. The ctoice ot the tteatm€nuprocedure advised/conducted by the Hospital on the
p;tent, is based on tho arrangomgnt betwe€n the pati€nt & ths Hospital, and is in no way inllugncad by Koshika Foundation. Henc6, tho Hospitalwill

aslume sol6 & complet€ responsibility of the troatrngnl & it's outcome & sarety of the pstignt, snd Koshika Foundation rvill have no role or rBSponsibility

in the matter.

1)By affixing my signature or thumb imprgssion on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustoes to

use/publish/put-up/reproduce my name, address, photo & details ol thg 'purpose', for which such assistancc is requested/granted, through any

medium. including but not limited to vsrbal, print, electronlc, lor sollciting donations for Koshika Foundation and/or disseminating inlormation about it's

activities,rachievements. Such use ot rny photo & details can be made by Koshika Fouodation beforo or afler my treatment or fumlment of the 'purpose'

for which assistance is being requested.
2) I (Applicant) lurther agree that any such use ol my name, addresg, photo & details o, the 'purpose', for which 8uch assistance is requested/granted,

wil not automatically entit]e me for receiving or conlinuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will bs linal and accoptablg to me.
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