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DECLARATIOI by APPLICANT: qr,kr fm qlsqr !-d:

1) I hereby cofllirm that all details in thls Form are True to lhg bsst o, my knowledge. Any false statement will rende. my Applicatlrn & ongolng assistance i, any,

liable lor rejection/cancellation.
Zt liofemnfiionnrm tfrat assistanc€, i[ received from Koshika Foundation, will be used only for the "purpose'. as stated in tiis Form. for whicil such asslstance

was requested by me.
liirr"-[-oi,-"-""tfi ra r have not & wilt not in future, avait of reimbuEement, in pa( or in tull, ftom any oth€r source/employer,tnsurance cornpany, ol the amount

for which this assislance is requested
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SIGNATURE ofTRUSTEE 1

qmi ERttfi t

SIGNATI,RE ofTRUSTEE 2

qd rwu z

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

use/oublish/pulup/reproduce my name, address, photo & detai

medium, includinq bot not limited to verbal, print, electronic, for

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

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

lJ of the 'purpose", lor which such assistance is requested/grantod, through any

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

made b! Koshika For-rndation belore or after my treatment or fulfilment ol the 'purpose'

for which assistance is being requested

i-) rtnppri""ntirrarc,ugree-thalanysuchrrseofmyname,address,photo&detailsolthe"purpose'forwhichsuchassisianceisrequ€sted/grant€d'
wilt not automatically entile me for receiving oi continuing the said assistance. The decision for granting and/or continuing the asslstanc€ will r€st sol€ly

with the Trustees of Koshika Foundalion, and their decision is this rggard will b€ final and acc€ptable to ms'

r) !s rcr c{ rcci rRrw{ qr d,r3 ql uc c,t6(, { (icd6) qy{ srcfr d 5fu srcl tqc'"qttEl srdgnq qt{ B(+ qrdql ' +t elffr$r rnn r[fr tc an,
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"etfrr+r" q1vr* arM +r Grdq qftq et{ ilqdrt ihrt

By affixing hereunder, signature of ourAuthoised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accept following
1) that we neither are presently nor will in fu lure avail of financial assistance frcm another NGO or any other source. for the sam€ patienvcase, as we ar€

reqiresting io get from Koshika Foundation, to the exlent thal such assistance is granted by Koshika Foundation. lf lhe requesled assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospital reserves it's righ t to make up the shortfall from another NGo or any other source. This

confirmalion essentiallY stales that the Hospitalwill not avail any duplicate assistance tor th€ same patienucsse from any other NGO or any other source

2)The assistanc€ from Koshika Foundation is only financial in nalure The choice of the treatmenuprocedure advised/cond ucted by the HosPital on the

patienl, is based on the arrangement between the patienl & the Hospital, and is in no way influenced by Koshika Foundation Hence, the Hospital will

assume sole & complete responsibi lity of the treatment & il's outcome & safety of the patio nt, and Koshika Foundation will heve no role or responsibility

in the maiter.
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