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DECLARATIOT{ by APPLICANT: slri(fi Ero *c!ll rn:

1) I hereby conrirm $at alldetaiis in this Form are True to the best of my knowledge. Any false statemenl will render myApplication & ongoing assislan@, if any,

Iable for rqect@n/cancsllalion
zli"oi"r"rv ir"ni* tt aiasiistance, it received lrom Koshika Foundation, willbe used only lor the "purpos€", as stated in this Form tor which suci assistance

was requested bY me
3) I hereby confirm that I have not g will not in flture, avail of reimbursement, in part or rn full, ftom any other source/employer/insurance clmpany of the amount

lor which this assistance is requesled
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3) { 1ft 6rtt (fr fsrs vnrtr *g cE r+{r cfi Ti t' Ts {ftI6I qRrr qI €rd ftRl ffi q-< ettfrd-q'd/rftcl 6q-fr * a d ttqr t *rrdqfrq{{'TIt

1) By atfixing my signature or thumb impression on this Form' I

use/publish/pulup/reproduce my name, address, photo & detail

medium, including but not iimiled to verbal, print, electronic for

activities/achievements. Such use of my photo & details can be

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

" 
oitn"'prtpot"', tot *hich such assistance is requested/granted' through any

"oioitingio;ation" 
fot xoshika Foundation and/or disseminating information about it s

i"j" ov iotniu forndation belore or after my treatment or tutlilment of the 'purpose'

for which assistance is being requested

2)l(Applicant)furtheragreelhatanysuchuseofmyname,address.photo&detailsofthe,,purpose',lorwhichsuchassistanceisrequesled/granted,
will nol automatically entitte me ror recavrn! oi coitinuing ttre saio assistance The d€cision ior granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, a;d their decision is this regard will be linal and acceptable to me'
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t vmkd 6ti + frs qfrqa ;, 11 yqz 6r frc{q it af,rq * crii qr rI< t 6,{i + frq "6lftI6l $rd*(?" q aTql rctuti tr
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'+iftmr" qq{ 6s+ <rirrii el fioi'q qfdq qt{ Er6rt liml

By aff xing hereunder, signature of our Authorised Signatory for recomm ending this case/patienf for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accspt following

1) that we neither are presently nor will in future avail oI financial assislance from another NGO or any other source. for the same patient/case, as we are

requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not grante

by Koshika Foundati on. in part or in full, then the Hospiial reserves it's right lo make up the shortfall from another NGO or any other source. This
other NGo or any other source

confirmat ron essenlrally statos that the Hospilal will not avail any duplicale assislance for the sam€ Pati ent/case fiom any

The assistance from Koshika Foundation is only financial in nature. The choice of the lreatmenvprocedure advised/con ducted by the Hospital on the

patient, is based on the arrangement between the patient & lhe Hospital. and is in no way influ€nced bY Koshika Foundation Honce, the HosPital will

d

2)

assume sole & complete responsibility of the treatment & it's outcome & safety of the Patient and Koshika Foundation will have no role or resPonsibillty

rn the matter.
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