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DECLARATIOi by APPLICANT: 3rd({ tm qIlrl,II 'Tl:

1) I hereby confirm lhat alldelarls in lhrs Form are True lo the besl ol my knowledge. Any lalse stalement will render myApphcation & ongoing assistance, il any,

Iable for re,ectron/cancellation.

2) I sol€mnly clnfirm thal assistance, rf received from Koshika Foundalon, will b€ used only lor ths "purpose". as stated in this Form. for which such assistanc€

was requested bi me

3) I hsreby conlirm that I have not & will not in future, avail of reimbursement, in parl or in full, lrqrn any other sourc€/employedinsurance @mpany. gl the amounl

for which this assistanc€ is requested.
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FOR INTERNAL USE of KOSHIKA F0UNDATION qr-dfis iqcl"r k
SIGNATURE ofTRUSTEE 2

qIfr TRIfi 2

SIGNATURE of TRUSTEE 1

qld ERIfi I

1) By affixrng my signalure or thumb rmpression on lhis Form, I (Applicanl) hereby agree E authorise Koshika Foundation and il s T.ustees to

use/pubtrsh/puLup/reproduce my name, address, photo E details of lhe'purpose', ,or which such assistance is requosted/granted, lhrough any

msdium, including but not limited to verbal. print, electronic, for soliciling donations for Koshika Foundation andlor disseminsling inlormation about it's

activities/achievements Such use ol my photo & delails can be mad€ by Koshika Foundation befole or aflor my treatment or fulfilmont of th€ "purpose'

for whrch assistanca rs being requesled

2) I (Appticant) funher agree thatany such useoimy name. address. photo & details ot the purpose" Ior whrch such assistance is raquested/granted,

will nol automattcalty enlilte me for rec€rvrng or conlinu ng the said assrslance. The decision for granllng and/or continuing the assislance will resl solgly

with the Trustees ol Koshrka Foundalion. afd therr decrsron is this regard willbe llnaland acceptable lo me
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By afllxing hereunder, signature ol our Authorised Sagnatory for reclmmending this case/patient for financial assislanc€ hom Koshika Foundation, we

(Hospital) hereby affkm & accept following:

i) that w; netth;r ars presenlly ngr will in-future avail ol financial assistance from anolh€r NGO or any other source, for the same p9lignucass. as ws arc

r;questing to get trom'Koshik; Foundation. to the extent that such assistance is granted by Koshika Foundataon ll the requested assistance is not grant€d

by Koshik-a Fo-undatton, tn pa( or rn full. lhen the Hosprtal reserves rt s ight to make up lhe shortfall from anothBr NGO or any othEr sourco. This

c;nflrmatton essentra y states lhal the Hosp tal wrlr nol avarl any duplcate assistance for the same palienucase frcm any other NGO or any olher source

i; Tne assrstance lrom Koshrka FoundatLon rs only I nancral rn nalure The chorce ot the treatmenvprocedure advised/conducted by the Hospital on lhe

pilrent. is based on the arGngement between ths palrenl & the Hospilal, and rs in no way lnflu€nced by Koshika Foundalion Hence, the Hospitalwill

issume sole & comDlete resp;nsibilily ot the treatment & it's outcome & safety of the patient, and Koshike Foundation will havQ no rol8 or responsibilaty

in the matte..
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