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OECLAnAnOx byAPPLICANT: qrt(6 m qlcEll !1:
1) I hereby confirm hal all details in lhis Form are True to the best of my knowledge. Any false statement ,,vill render my Application & ongolng asslstahce, if any,

liabls br rojoclion/cancsllation.
Z1 t sotemny &nnrm Uat assistanc€, if received lrom Koshika Foundetion, will be used only for hg 'purpos€', as statod in this Form. for which such asglstanc8

was rcquested by me.
Sfhe;byconnfu that f have not & will not in future, avail of reimbucement, in pari or in full, ftom any other sourca,/employsr/insurance company, of th€ amount

for which this assistance is requested.
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l) By allixing my signature or thumb impression on this Form, I

use/publlsh/purupkeproduce my name' address, photo & detai

medium, lncluding but not limited to verbal, prlnt' electronlc' for

aclivitiedachievements. Such use of my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and its Trustees to

ls of the 'purpose', for which such assistance ls requested/grantod, through any

soliciting donations for Koshlka Foundatlon and/or dlssomlnating lniomalon sbout lt's

made by Koshika Foundation before or aftet my treat nent or fumlment ofthe'purpose'

I

lor which assistan6 is being requested

,) I (Appticant) turther agree-thai any such use of my name, addre8s, pholo & detalls o, the 'purpose', lor whldl 3uci 83sblanco is roqu$tsd/granted'

*-itt noi ,rto."ti"rtty unii e me for receiving or continuing the said assistance. The dedsiofl tor gmnting and/or continuing tho 883Btanc€ will rest colely

wilh th6 Trustees of Koshlka Foundation, and th€ir decision is thls regard wili b6 final and accoptable to me
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By aflixing hereunder, signature ofourAuthorised Signatory tor recomm€nding this caso/patient for linancial a$islancg frcm Koshika Foundation. we

(Hospita l) hereby aflirm & accept lollowing
1) that wo neither are presently nor will in future avail of financial assistancs from another NGO or gny othsr Eource, for the same palienucase, as we a'€

roquesting to get lrom Koshika Foundation, to the extent thal such assistance is granted by Koshiko Foundation, lf th€ requested assislance is not granted

by Koshika Foundation, in pad or in full, then the Hospital reservos it's right to make up the shortfall from anolher NGO or any other source. This

confi rmation essentiallY states that tho Hospital will not avail any duplicsto a$istanc€ br thg s8m€ pati€nucs66 from any oth€r NGO or any othel source

2) The assistance from Koshika Foundation is only financial in natu re. The choice of the t eatmenuprocedure advised/conducted by the Hospital on ths

patient, is based on the arEngemgnt betw€en tho patlent & th€ Hospltal, and i8 ln no way lntluencod bY Ko8h lka Foundatlon. Henc€, th€ Hosplal wlll

assumo sole & complete responsibillty of the treatmsnt & its outcoms & sElety of tho patisnt, 8nd Koshiks Foundsti on will have no role or responsibllity

in ths matter
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