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oEcLAMTIOil by APPLICANT: er+<{ r{ dsql rd:

1) I hersby confim that 8lldetails in this Form are True to the best of my knowledge. Any false statsment will render my APplicstion & ongoing Essistanc€' it 8ny,

Iiable for tBjectiorvcancellation.
zf i"i,ii,.rr}, .ir-.nh tf,ai issistance. it received lrom Koshika Foundatron. will be used only for the 'purpose', as stated in this Form' for whidr suct assistanca

was reouEsted bv me.
3) I hereby confirm lhat I have not & will not in future avarl ol reimburse

for whidr thrs assistance rs requested.
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3) I Xfu srdl tf6 ic( qtrqdr t{ qt vrf{ 61 T{ l, ss rfu 6t 3Tff{r6

By afiiring hereunder, signature ol our Authorised Signatory for recommending this case/patienl for financial assistance from Koshika Folndation' we

(Hospilal) herebY affirm & accept followrng

requesting to get
1) that w€ neither

from Koshika Foundation, to th
are presently nor will in future avail of llnancial assistance from another NGO or

e exlenl ihal such assistance is granted by Koshik
anv olhor source. for the same patiBnt/case, as we are

a iorrndation If lhe requesled assistance ls not granled

by Koshika Foundation, in part or in lull, then the HosP ital reserves it's .ight to make up the shortlal I from another NGO or any other sourcs. This

conflrmation essentiallY states that the Hospital will not avail any dup licaae assistance for the same Patienucase from anY other NGO or any oth8r source

2) The assistance from Koshika Foundation is only financaal in nature The choice of the treatment/proced ure advised/conducted by the Hospital on lhe

patient, is based on the anangement between the Pati€nt & the HospitaI, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwiil

assume sole & complete responsibility of the trealm ent & it's outcome & safoty ol the patient, and Koshika Foundation will trave no role or rosPonsibility

ment, in pan or in full. from any other source/employer/insurance company' of the amount
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APPLICANTREAG E tm3]Et(6 mR)ENT by

(Applicant) hereby agree & authorise Koshika Foundalion and il's Trust6es to

" 
oi ttr" 'prrpoa";, ti, *hich such assistancs is 

'equestsd/granted' 
lhrough any

lori"itingi;nrtiont fo, Koshika Foundation and/or disseminating information about it's

i"i" OV f"trtix" ror"dation before or after my treatm€nl or fulfilment of the 'purpos6'

for which assistance is being requssted.

2)l(Applicant)furthelagreethatanySuchuseofmyname,addless.photo&detailsolth€"purpose.'forwhichsuchsssistanceisrequested/grantgd,
will not automatiBlly entitte me ror receivint or cont;nuing the said assistanc€. The decision for granting and/or continuing the assistance will rest solely

;ith the Trustees of'Koshika Foundation, a;d their decision is this regard will bo final and accepiable to me'
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1) By affixing my signature or thumb impression on this Form. I

use/publish/putupkeproduce my name, address. photo & detail

mgdium, including but not limitsd to verbal. print' elgckonic, for

activlties/achiovemsnts such use of my photo & details can be
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