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DECtAf,AIloll byAPPLICAilI: edqr fm dqq cx:

1) I hereby confirm that all details ln lhis Form are True to lhe best ol my knowledge. Any false statement wll render my App,icatioh & ongolng essl8tanc6, lf any,

liable ror rejectiorrcanc€llation.
Z)isofemnfy iontrm tfrat assisbnce, if received from Koshile Foundation. willbe used only for the'purpose', as sktBd in this Form. for whi.h such assFtance

was requesled by me.
Siit 

"r;bic""liim 
that I have not & willnol in luture, availof reimbursement, in part or in full, from any other source/employer,4nsurance clmpany, of the amount

,,GREEMENT by APPLICANT ( 6r ann)

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

use/publish/pul-up/reproduce my name, address, photo & detai

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

activities/achievemenls. Such use of mv photo & d€tails can be

for which assistance is being requested.

2) I (Applicant) further agreJ that any such use of my name, address, photo & details of th6 'purpose", fgt which such assistance is rgqussted/granted'

witt noi automaticatty eniille me for recsiving or continuing the said assistance. The decision for granting and/or clntinuing the sssistanct will r63t solely

with the Trustees of Koshrka Foundation, and their Aecision is this regard will be final and acceptabla to ms.
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By aftxing hereunder signature of our Authorised signatory for recommending lhis case/palient for financial assistance from Koshika Foundation. we

1) th
prtalihereby atfirm & accepl following:
al we neither are presently nor will in futu

liX"ffilt"** 
" 

rk t qpd,t'fl 4i 'qtftffiI $B+YIr' i fst{q s[r{ tg fictFIRv 61 qRl l' fiIt rc (Esrilrd) fqq 16r{ t q{ c 66R 6d tr

t)qEft1d{dqndnrdqEq{&frqqfiTdrffitrqt6rn{sHqlffie-<q}dt3.fit'i/qqd{dtctdItt,+ifrlqi'dft'fir5r6-JtR"
t fiqslRll/ffid rfi d {qq { "dFr6| qrr+yn" ET( c< +{ f6 tt qR "6tFr6r qre*fi" m srrdr ficft ofrmmon tg rgr ad trqr qfl I qmF

ffi qq t{T{qirt{gl qr ffi qq €-{Nt I (Oq'dI di 6r qFr6R $frn € tr fc1ft{eeeu wtrtfr qeina Bfrq q< s.n tffnr*t tl frm
lk qr+rfl t'en qr ffi erq <r+n t qd dqrd'tt

z. "rlfimr srr€w" i d,r{ El|q. +q-d fqftq r{fr +1tr tfiwrwanem{dmrqrHTizr*rnFoiFI3rnri'nfiw'tra
+ its qt tcw t qt{ "dFfi EE-€r'r" rn ffir-qngl +ti rnn rd tr s€ffi Tr,rdld i tfl * tt'u grnr lik qd ili q1 {rt ffi tff qirtcilta

d d,fr qt "6lRr6r" d ct{ ttudl qI fnC<rt Ys qrrd { rd *fi|

iApplicant) hereby agree & aulhorise Koshika Foundatign and it's Trustees to

13 of the 'purpose', for which such assislance is requested/granted, through any

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

made bt Koshika Foundation before or after my treatment or fullilment of the 'purpose'

for which this assistanc€ is requested.
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(Hos
re avail of financial assistance from another NGO or any other source. for the same patienucase, as we are

requesting lo get frorn Koshika Foundation, to the extent that such assistance is granted by Koshika Foundalio n lf the requesled assistance is not granted

by Koshika Foundation, in part or in full, then the Hospltal reserves it's right to make up the shortfallfrom another NGO or any other source. This

confirmation essentially states that the Hospita lwill not avail any duplicate assistrnc€ for th€ sam€ patient/case frcm any other NGO or any othar sourc€

The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenuprocedure advised/con ducted by the Hospital on lhe

patie nt, is based on the arrangement between the patient & the Hospital. and is in no way influenced by Koshika Foundation Henc€, the Hospital will

assum e sole & complete responsibility of the lreatm ent & it's outcome & safety of tho patignt, 8nd Koshika Foundation will have no role or responsibility
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