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oEC[AfiATl0l{ by APPLICANT: 3r+<r Em dcql vr:

1) I hereby clnlirm that all details in lhis Fom are True to the best of my knowledge. Any false slalement will render myApplication & ongoing assistance, if any,

liable for rejectiori/cancellation.
zf l ,i"r-",i"rv i"rin- tiiai assistance, if received from Koshika Foundation, will be used only for th€ "purpose" as stated in his Form for which sucf! assistance

was requested by me

3) I hereby con,irm ttlat I have not & will not in future, avail of retmbursement, in part or in full, hom any other source/employe/insurance clmpany, of lha amount

for which this assistance is requesled
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1) By affixrng my signature or thumb impression on this Form, I (Appiicant) hereby

use/pubtisn/-putiuptieproduce my name, address. photo & details of the'purpose"'

medium, inciuding but not limited to verbal, print, eleclronic, for soliciting donation

activities/achaev;ents. Such use of my pholo & details can be made by Koshika

for which assistance is being requested.

2) I (Appticant) furrher agree that any such use of my name, address, photo & details of the "purpose", for which such assjstance is requested/granted'

will nol automaticatty enfitte me for receiving or continring tf,e s"iO as"istanc€ The decision ior granting and/or continuing the assistance will rest solely

with the Trustees ol Koshika Foundation, a;d their decision is this regard will be final and acceptable to me
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agree & authorise Koshika Foundation and il's Trustees lo

lo; which such assistance is requested/granted' through any

s for Koshika Foundation and/or disseminating information about it s

Foundation belore or after my treatmenl or lulfilment of the 'purpose"
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Byaffixing hereunder, srgnature of our Authorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation' we

(Hospital) herebY affrrm & accept lollowing
'1) that we neither are presently nor will in fu lure avail ol financial assistance from another NGO or any other source. for the same palienucase, as we are

requesting to gel from Koshika Foundataon to the extent that such assrstance is granted by Koshlka Found ation. lf the requested assistance is not grante

by Koshika Foun dation, in part or in full, then the Hospital reserves it's right to make uP the shortfallfrom another NGO or any other source. This

conflrmalion esse ntially states that the Hospil alwill not avail any duplicate assistance for the same patienucase from any other NGO or any other source

The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted bY the Hospital on the

atient, is based on the a(angem eni between the Patien t & th€ Hospital, and is in no way influenced bY Koshika Fou ndation. H€nce , the Hospital will

d

2)
p

assume sole & complete responsibi lity ol the treatment & it's outcome & safety ol the Patient, and Koshika Foundation will have no role or responsibility
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in the matter.
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