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oEctARATlOt{ by APPLICANT: 3Ir+({ rll dlMr Vr:

l) I hereby confirm lhat all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongolng assistance, if anv,

liable for rejectiorvcancellation.
zf i ,ljirn-,rr},-i""-ni, irr"i asiislance. it received trom Koshika Foundation, will be used only for the "purpose'. as stated in thls Form, for which such assistance

was requested bY me

3) I hereby confrm that t have nol & will not in future. avail of reimbuEement, in part or in full, from any other source/employer/insurance company, ot th9 amount

for which this assistance is requested
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1l Bv affixrna mv siqnalure or thumb impression on this Form' I

usel'puutisn,iut-uprieproduce my name, address, photo E detai

medium, including but not limited to verbal, print, electronic' for

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

rApplicant) hereby agree & authorise Koshika Foundatioh and it's Truslees to

ls oithe 'purpose;, lo, which such assislance is requested/granted' through any

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

,aOe f"y Xosttib forndation before or after my treatmenl or ful'llment of the 'pu'pose"

for which assistance is being requested.

2)l(Applicant)fudhelagreelhatanysuchuseofmyname'address'photo&detailsofthe"purpose,.forwhichsuchassistanc€isrequgstgd/granted,
wilt not automaticaly entitte me for receivtn!-o-r *"i'in"i"g ,n" r",o 

"riistance. 
The decision lor granting and/or continuing the assistanca will rest sololy

wittr ttre trustees ot'roshika Foundation, a;d their decision is this rega'd will be final and acceptabl€ to mo
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By affixing hereunder, signature ol our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospilal) herebY affirm E accept following

1) lhat we neither are presently nor will in future avail of financial assistance from another NGo or any other source, for the same patienucas€, as we are

by Koshika Foundation
confrrmation essentiallY

in part or in full. then the Hospita
states that the Hospital will not ava

ts oranted bv Koshlka Foundalion.
m;ko up lh; shortfall from anolhe

lf lhe requested assistance is not granted
requesting to get lrom Koshika Foundation, to the extent that such assislance

r NGO or any othff source. This
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il any duplicate assislance for th€ same Patieivcase from any gther NGO or any other source

2)The assistance lrom Koshika Foundation is only financia I in nature. The choi ce of the treatment/Procedure advised/conducted bY the Hospital on the

patient is based on the arrang ement between the patient & the Hospital, and is in no way influenced bY Koshrka Foundation. Hence the Hospital will

assume sole & complete respo;siaility of the treatment & it's outcome E safoty of the patlent, and Koshika Foundatron will have no role or resPonsibility
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