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DECLARATIOT{ byAPPLIGANT: qr*(6 lr{I Qso[ Tr:

I hereby confrn lhat all delails in this Form are True to the best of my knowledge. Any fatse statenenl will rgnder my Application & ongolng asslstanca it any'

2) I solemnly conllrm that assistan
liable for rejectronicancellation

ce. if received fom Koshika Foundation' will be used only for the 'putpose'' as stated ln thls Form' tot whlch such assistence

was requested bY me
avail of reimbursement' in part or in full, ftom any other source/employer/insurance company, ol the amount
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A by APPLICANT ( sn+(6 gr( 6.m)

1) By affixing mY signature or thumb impression on this Form. I iAPPlicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publishi PUt'u p/ieproduce mY name, address, Photo & details ol the'purpose", for which such assistance is requested/gran ted, through any

medium, includinq but not limited to verbal, print, electronic' for soliciting donations lor Koshika Foun dation and/or disseminating information about il's

activities/achievem ents- Such use ol mY Photo & details can be made bY Koshika Foundation before or after my treatment or fulfi lmont ol the 'Purpose"

2) l(APPIicant) fudhet aqree that any suc h use of mY name, address. Photo & details of lhe'PUrPose'. for which such assistance is requestgd/grantod'
for which assistance is being requested

will not automatically entitle me for receiving or continuing the said assistance The decision for granting and/or conlinuing the assistancr€ will rest solely

with the Trustees of Kosh ika Foundation, and their decisi;n is this regard will be final and accePtable to mg
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By atfixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

'1) that we neither
requesting to get kom Koshika

are presentl y nor wll in futu
Foundation, to

re avail of financial assistance
the extent thal such assistance

lrom another NGO or any

is granted bY Koshika Fou
other source, for the same

ndation lf the requested
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assistance is nol granted(Hospital) hereby aflirm & acce pt following

by Koshika Foundation , in part or in lull, then the HosP ital reserves it s right to m;ke up the shortlall from another NGO or any other source. This

nf irmation essentiallY states that the Hospital will not avail any duplrcats assistance for tho same patienucase from any other NG O or any other source

2) The assistance from Koshika Foundation is only financialin nature. The choic€ of the treatmed/Ptocedure advised/conducted bY the Hospital on the
co

t between the Patient & the HosP itel. and is in no way influenced bY Kosh ika Foundation. Hence . the Hospital will

patient, is based on lhe a(angemen
sole & compl€te resoonslbil ity of the treatment & it's outcome & safety of lhe patient, and Koshika Found ation will have no role or responsibility

assume
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