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11 I hereby confirm that all details in this Form are True to the best oi my knowledge. Any false statement will render my Application & onqorng assistance, if

'rable lor rejection/canccllatror

l) { q}qnTi q-rdr d B' iq vm'q q kA ,T-A qql fffirq tfr qTTsTfr * erjqn H-fl cs s-fr tr qF< *li fq-d{"r cs :FeH }ftrdr crqT nnil t d *fr wmm trm 6i qr rrs-fr tr
2) t( ETn a s'-6r'.rfl {iyt "6ifrr6t rnrs-€vn", ri d sr Gi t, sr+r sqi{q rfi vh-q qi 

1fd + ffi fsql qrifl, qi Es rr6rT i qn ,rqr tr
3)i$esmr {f{kq{r6rq-dr rgmm*"*siTit,s€rtlriq-r orRr6qrv+-elrsrffi3rqsh/f{q1-irs.ficr+lrfrtrdftqtekrEt,rf{qditmr

purpose

avail

2 thatconfirnr if fronrreceived FouKoshika will usedbeassistance. ndation, for the instated thissolemnly only Form whichfor such ASSiSTANCE
WAS merequested by

thal v/illconftrnr have &not not future,in3 of inmbursement or fulin from an otherhereiry part v source/employer/insura nce of thecompany,
thiswhich ISassistancefor requested

DECLARATION by APPLICANT: .a{riC-6 ERr {qun qr;

Er(I(

activlties/achievemenls. Such use oF my pholo & details can be made by Koshike Foundation before or after my treatment or fulfrlment of the "purpose"
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Srgnatory for recommending this case/patient for financial assistance from Koshika Foundation, we

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienucase, as we are
requestrng to get kom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is rtbt granted
by Koshika Foundation, in pa( or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature, The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complote responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
rn the matter.
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