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DECLARATIOI{ by APPLICANT: qli(r ERI dqq 17:

1) I hereby Confirm ttal all details in this Form are True to the best of my knowledge. Any false stalement wlll render my Application & ongoing assistance, if any,

liable for rejeciiory'cancsllation.
2) I solemn[ bnfirm that assislance, if rec€ived from Koshika Foundation, will be used only for the 'purposo', as stated in this Form, tor which such assistance

was requested by me.
liiiJri-Ut, iirni, tirt I have not & will not in tuture, avail of reimbuGement, in part or in full, from any other source/employer/insurance companv, of the amount

for which this assistance is requesled.
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FOR INTERNAL USE of KOSHIKA FOUNDATION qr<ft'6 ilqh t(
SIGilATURE oITRUSTEE 2

qfr rmm z
SIGNATURE of TRUSTEE 1

qIS ERM I

1) By afiixing my signature or thumb impression on this Form, I

usei publish/pufupkeproduce my name, address, photo & detai

medium, inclLrding but not limited to verbal, print, electronic, for

activitiei/achievements. Such use of my pholo & details can bo

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls o[ the "purpose", for which such assistance is requested/granted, through any

soliciling donations lor Koshika Foundation and/or disseminating information about it's

made bt Koshika Foundation before or after my treatment or fulfilment of the 'purpose'

for which assislance is being requested.

2l I (Applicant) turther agreJthaiany such use ol my name, address, photo & details of the "purpose', for which such assistance is requested/granted,

,ritt not automaticatty entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and th€ir decision is thjs regard will be final and acceptable to me.
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gy aflixing hereunde( signature ofour Authorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept lollowing
1)that we neither are pres ently nor will in fu ture avail of llnancial assistance from another NGO or any other source, for the same patienucase, as we are

requesting to get from Koshika Folndation, to the extent that such assistance is granted by Koshika Foundation. ll the requested assistance is not granted

confirmation essentially states that the Hospitalwill not avail any dup

's right lo make up the shortfall from another NGO or any
licato assistance for lhe same paiignucase from any olhe

other source. This
by Koshika Foundation, in part or in full, the n the Hospital reserves it

r NGO or any other source

The assislance from Koshika Foundation is only Unancial in nature The choice of the reatmenuProcedu re advised/conducted by the Hospital on the
2)
patient, is based on thB arrange ment betw€en the patient & the Hospita I, and is in no way influenced by Koshi ka Foundation. Henc6, the Hospitalwill

assume sole & complete responsibility of the keatment & it's outcome & safoty ofthB patient, and Koshika Foundatio n will have no role or responsibility

in the matter.
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