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"PURPOSE" lor REQUESTIt{G ASSISTAtICE:



oEcLARATIOil by APPLICANT: 3Ti<5 Em sicql qr:

1) I hereby conftm that alldelails in lhis Form are True to the best of my knov,/ledge. Any hlse slatement will render my Application E ongoing assislance, it any,

liable lo. rcjeciiory'cancallation.
Z) tiotlmnty bnfrm tat assistancg, if received lrom Koshika Foundation, will be used only for the 'purpose'. as stated in this Form, for which such assislance

was requested by me.
Jiiti",iily .i"fri" tfra I have not & witt not in future, avail of reimbursement, in parl or in tull, from any othe. source/employer/insurance company, of the amount

for rvhich this assistance is requesled.
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l) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agroe & authoriso Koshika Foundation and it's Trustees lo

usei pr,rblishftut-uplieproduce my name, address, photo & details of the 'purpose'. for which such assistance is requested/granted, through any

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundalion and/or disseminating Information about it's

activities/achievements. Such use of my photo & details can be made b, Koshika Foundation belore or after my treatment or fullllment ofthe'purpose'

for which assistance is being requested.

2) I (Applicant) furrher agrei that any such use of my name, address, photo & details ol lhe 'purpose'. for whici such assistance is requestsd/granted'

*itt noi autorati"atty enti[e me for receiving or continuing the said assistance. The decision lor granting and/or continuing the asslstance will rest solely

with the Trustees of Koshika Foundation. and lheir decision is this regard will b€ final and acceptable to me
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presen ynor will iniuture availof flnancial assistance kom anolher NGO or any other source, for the same patienucase, as we are

|.riqre"fing to get frorn foshiki Foundalion, to the extent that such assistance is granted by Koshika Eoundation. lflhe requested assistance is not granted

U-y-io"frif', io"rna"tion, in part or in full, then the Hospilal reserves it's right to m;ke up the shortfall from another NGO or ary other source. This

6nnrmation essentiatty stites that the Hospital will n;t avail any duplicaG assistanc€ for lhe same pali€nt/casE from any other NGO or any othor source'

iiifr" 
"isistan"" 

froni Koshika Foundation is only flnancial in nature. The choice oI the treatmenuprocedure advised/conducted by lhe Hospital on the

pltient, ii taseO on ttre ar.angemsnt betwoen lhipati€nt & the Hospital. and is in no way influonc.ed by Koshika Foundalion. Hsncs, the Hospital will

assume sole & complete resp;nsibitity of tho treatmenl & it's outcoma & safgty of the patient, 8nd Koshika Foundation will have no role or responsibility
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

in the matter
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