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11 I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & onqoing assistance if

liable for relection/cancellatron. '-'

was requested by me.

3) I hereiry oonfirnt that I nave not & vrill not in future, avail of reimbursernent, in part or in full, from any other source/employer/insurance company of the amount

for whrch this assistance is requested

l) { qtqq 6rfl tid W yrsq t fd Tq {ql F{q{q it qr+rfr d qrnr rlq ss {rifr *r qR *ti t{doI qs'atn otsfl rtrqT ntrdT t d tt s-ffidr tfi{i 61 qr s-+-fr tr

2)fr6Rrqrn6r{rdl{rfu"+iftrfl!EE:*ffi",tdsIcit,vss'rvqdrrrduhqEilfds'ftrAfuqtqr+,Tr,dsqyr6qi,Tit rcltr

3) { gfu qril (f6 tqq srrril tg cr n** fr1T{ i, sq rRI fl eTfrrs ql q6f, frRI ffi sm

nce

DECLARATION by APPLICANT: i[r+(6 EIfl frqun q11

Erq-fi d r d fficr t oilr q fr qfre { drnr

ENT by em

aclivities/dchievements. guch use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose"

!T,iXilffi::ifitffi;":,,!?iJ;T'r'^tJtl.rr use or my name, address, phoro & detairs or the,.purpose", ror which such assistance is requested/sranted,

will not automatically entitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afflrm & accept following:

1) that we neither are preiently nor will in future avail of financial assistance from another NGO or any other source, foi the same patienUcase, as we are

requesting to gqt from Koshika Foundation, to the exterlt that such assistance is granted by Koshika Foundation. lf the requested assistance is ttol granted

by Koshiki FounOation, in part or in full, then the Hospital reserves it's right to make up the shortfall kom another NGO,or any other source. This

confirmation essentially states thal the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by lhe 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 responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

rn the matter.
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