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DECLARAnOil by APPLICAilT: qliq.rF !r( Ssqr !-r:

1) I hereby confirm lhal all details in lhis Form are True to lhe best of my knowledge. Any false statement will .ender my Application & ongoing assislanc€, if any,

liable for reiection/cancellation
zr l"r:"L""i'i,"5'#iil[iji"."iii"n"u, ;r ,"""ineo f.om Koshika Foundation, wilt be used only lor the "purpose", as staled in thls Fom. for which sudl assistanc?
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3) I hereby confirm that I have not E will not in future, avail of rermbursement, in part or in full, from any other source/employer/insuranc€ clmpany, ol the amount

for which lhis assistance is requested
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l) By affixing my signature or thumb impression on this Form' I

use/publislr/put-upheproduce my name, address, photo & detail

medium, including but not limited to verbal, print eleckonic, for

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

rAppticant) hereby agree & authorise Koshika Foundation and it's Trustees to
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for which assistancs is being requested.
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wi1 not aulomatically entitle me for receiving oi continuing the said assistance. The decision ior granting and/or continuing the assistanc€ will rest solgly

with the Trustees of Koshika Foundalion, a;d thejr decision is this regard will b€ linal and accoptabl€ to mg'
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By affixing hereunder, signature of oua Authorised Signatory lor recom mending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby afflrm E accept foliowing
1) that we neith;r are presently nor will in future 6vail of financia I assistance from another NGO or any other source, for the same patient/case, as we are

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

by Koshika Foundation. in Part or in lull, then the Hosp ital reserves it's right to make up the shortfall from another NGO or any other source. This

confirmation essentially states that the Hospita I will not avail any duplicaae assistancs for the same patienucase from anY other NGO or any other source

2) The assislance Irom Koshika Foundation is on financial in nature. The choice of the treatm envp rocedure advised/clnducted bY the Hospital on lhe
ly

patienl, is based on the arrangement between the patient & the HosPital, and is in no way influenced bY Koshika Foundation. Hence th€ Hospital will

assume sole & complete responsibility of the treatm ent & il's outcome & saf6tY oI the patient, and Koshika Foundalion will have no role or responsibility
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