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DECLARATIOII by APPLICANI: qI+(6 fm dsqr vi

1) I hereby conlirm thal alldelails in this Form are True to the best of my knowledge. Any false stalement willrender my Applicstion & ongoing assisl'anc€ if Eny'

a I'r3H,1ffff#?lrlt[,];.", o ,"*r* rrom Koshika Foundation, w r be used onrv ror rhe 'purpose', as stated in his Form, ror whidr sudr assistancs

was requested bY me

3) I hereby cufrm lhat I have not & willnot in luture, availof reimbursement, in part or in fult, from any other source/employer/insurance company, ol ttle

for which this assislanc e is requested
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1) Bv affixing my signature or thumb impress ion on this Form. I (Applicant) hereby ag ree & authorise Koshika Foundation and it's Trustees to

use/pu blish/tut-up/reproduce my name. address, photo E details of the'PUrPose' . for which such assistance is requEstodigranted. through any

medrum , inciuding but not limited to verbal, print , €tectronic, for soliciting donations for Koshi ka Foundation and/or disseminating informstion about it's

activitieJachievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpos€

t

lT,iffl,::[flx"":r:#;x1'"T;1", ,.e of my name, addrcss. phoro & detairs or rhe 'purpose". for which such assistance is roqueeted/sr.nted,

will nor automaticglty entitte me for receivini-o'r tntinging rt e saio assistance The decision ior g'antrng and/or @nlinuing th6 6sslslance wlll r93t solely

*iii ii" rrurt"u, oixoshika Foundation, a;d lheir decrsi;n is this regard will be final and a6eptable to me'
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in the matter.
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By affixing hereunder. siqna ture of our Aulhorised Signalory for recommending this case/palienl for financial assistance lrom Koshika Foundation' wg

(Hospitalrhe.eby afflrm & accept following

1) thal we neilher are Prese

requesting to get lrom Kosh

ntlynor will in future avail of

ika Foundation, lo the extent

flnancial assistance from another NGO or ahy

thal such assistance is gra nted by Koshika Fo

other source, for the same

undation. lf the requesied

patienucase, as wE are

assislance is nol granted

by Koshika Foundation, in Part or in full, then the HosPIta I reserves it's right to maks uP the shortfallfrom another NGO or anY other source. Thts

confi rmation essentiallY states that tho Hospital will not avai I any duplicaie assistanc€ fo

rn nature. The choice of the
r lhe same patienucase from any other NGO or any othar source

2) Th€ assistance from Koshika Foundation is only financial treatmenl/procedure advised/conducted bY the Hospital on lhe

patient, is based on the arrangement between the patient & the Hosp ilal. and is in no way influenced by Kosh ika Foundation. Hence, the Hospital will

assume sole A comPlete responsibility of the treatment & it's outcomo & safety ol lhe Patient, and Koshika Fou ndation will have no rol€ or responsibility
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