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DECLARAnOT{ by APPLrCA|IT: qri(6 !m q}qqr !-r:

1) I hereby confim lhat all delails in lhis Form are True lo lhe besl ol my l(nowledge. Any false statement will .ender my Application E ongoing assislance, if any,

liable for reiectiory'cancellation.

2) I sotemnly confrm that assistarEe, if received from Koshika Foundation, will be used only for ttte 'purpose', as stated in this Forh. for which such assistance

was requested by me.

3) I he;by cooffm that I have not E will not in future, availof reimbursemenl, in panor in full, from any other source/employor/insurance company. of lhe amount

for whach this assistance is rcquesled.
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1) By atfixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Ttustees to

use/pubtish/pulup/reproduce my name, address. photo 6 details of the 'pu.pose', for which such assislance is rsquested/granted, through any

medium. including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundalion and/or disseminating informalion about ifs

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

lor which assistancc is being requested

2) I (Apptrcant) further agree that any such use ot my name. address, pholo & details of the 'pu.pose'. for which such assislance is requested/granted,

will nol automatically entitle me for receiving or conlinuing the said assistance, The decision for granting and/or continuing the assistance will rest solely

with the Trust€es ol Koshika Foundation, and their decislon is lhis reg8.d r iill b€ flnal and scceptable to ma

r) qc g[i y( svl r{al6{ ql d'r} ol sN E{r6{, I (!cr*(6) qrn {Ecfr 61 Sfr 6rdl (qs 'stfrr{r srdt{Ir qt BES <rtr ' ai afrq"e er* (fr tu m,

qir, ctld 3*I sl fuq{q {R Ysr { qjfu{ t.3t "oiRmr" qql:qld, <r, cr*+.qr $i altw i gA ffiicH d{ BcoM d ffi ffi s rsR qrqq

i yrtni eli + fdq qFr{i tr it r!? 6I fu*rq tt rdn * crd qI nr< i 6{i + faq'+lftr+r vrs*F" c <re1 4rq'd *r

3) I ( {rAF) vc <td ri rr6cn tf{ trt rq, vn, qtd slr frq{vr d f6 {rrrdl + r(rd i nfttr * j{ rra: $€I!r EI EEtt{ ifr TIrdIr gs rriq il

"6iftr6l" qq ss+ afi$ql 6r FIotq fdc slR clt{6rt E}'[r

By afixing hereunder, signature of our Authorised Signatory for recommending this case/patient lor financial assistance lrom Koshika Foundation, we

(Hospital) hereby affirm & accept following:

i) that we neither are presentlynor wrll inllture avail of financial assistance from another NGO or an) other source, tor the same patienvcas€, as we arg

r;questing to get liom Koshiki Foundation. to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

by koshiki Fo'undation, in pan or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source- This

confirmation essentia y sdtes that the Hospital will not avail any duplicate assistance for the same patient/case lrom any other NGO or any other source.

2) The assistance lrom Koshika Foundalio; is only financial in ;ature. The choice of the treatmenl,/procedure advised/conducted by the Hospital on the

p;tient, is based on the arangement between the patient & the Hospital, and is in no way influoncsd by_Koshika Foundalion. Hence, the Hospilal will

lisume sole & comptete resp;nsibility of the treatment & il's outcome & safety ol the patient, and Koshika Foundalion will have no role o. responsibility

in the matter
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