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) I hereby confirm that all details in this Form are True to the besl of my knowledge. Any fals€ statement wi,l render my App,ication & ongolng assistance, i, any,

liable tor rejection/canc€llation

a iill-",i"r},-ii'^]iii,-trat assistance, it received from Koshika Foundation, will be used only for the 'purpose'' as stated in this Form, for which such Bssistance

was lequesled bY me

3) I hereby conlirm thal I have not & wi not in future, availof reimbursement, in part or in full, from any other source/employer/insuranc€ company. ot fle amount
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iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of the 'purpose;, for which such assistance is requested/granted, through any

soliciling do;ations for Koshika Foundation and/or disseminating information about it s

made b"y Koshika Foundation before or after my treatment or lulfilment of the'purpose"

for which assistance is being requested.

2)l(Applicant)furthelagreethatanysuchuseofmyname.address.pioto&dgtailsofthe'purpos6",lorwhichsuchassistanceisrequosted/grantgd.
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wittr ttre rrustees oiroshika Foundation, a;d their d€clsion is this regard will be final and acceptable to me'

t) w lcz v{ rcci r6rsr qr d,rB tl sn q,rmr, d (qfi<6) qr{ {[qh d SE 6fi tqd 'qiRT6r srdi{r qt Eq+ qdE} ' ti ofrqn e(Ir {ft fu rn',

*,+a*o+a.u*ovqzlrtfint,ri'e]fircr'qct.qts,<E,cErYcIlsiBlkq*$rfdFFrcislkBcefd{ql+Hffi{vsnqlqq
t q{fi( 6ri + rdq qnr{.d tt ii r!1 6r fiq{q ti rdrc * c't-d cl T< i E.{i + frq "oifurr vrs}s'r' c =qrm eE-{'d tr

2) d (3f,r+<s) gs Ea i {Eqn tf6 t{ rTq, Tdr, sla qt( fqq{q q} f€ xTl{dl d qhd t nfrit t 3n ea: (lFrill r5I F6',q|1 ?i T iIl wq{s{
"dftmr" qe13s+ qfsdi 6I FFtq qtdq q\ qq6rt rlflt

By af{ixing hereunder, signaturc ol our Authorised Signatory for recommend ing this case/patienl for financial assistance lrom Koshika Foundation' we

(Hospital) herebY affirm & accepl following

1) that we neither are presently nor will in fu ture avail of financial assistanco lrom another NGO or any other source, for the same Patienucaso, as we are

requesting lo get lrom Koshika Foundation' to the extent that such assistance is granted by Koshika Foundation. lf the requesled assistance is not granted

by Koshika Foundation, in part or in full . then the Hospital reserves it's right to make up the shortfall from another NGO or any othor source This

confirmation essentia lly states that the Hospital will not avail any duplicate assistance for the same patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenUproc€dure adv isedico.ducted by the Hospital on the

palient, 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 & complete responsibility of the troatment & it's outcome & safety of the Patient, snd Koshika Foundat ion will have no .ole or responsibility

in the matter.
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