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DEC|.^RATIO by APPUCATTi qri<6 E( qlqql rr:
1) I hereby confirm that all details in this Fom are True to the best of my knowledge. Any false slstement will render my Application & ongoing assistance' if 8ny,

liablo for rojoctiory'cancollation.
Zt i sofe-nfiircnn- ftrEi a88t6tanc€, if r€caived from Koshika Foundation, will b€ used only for the 'purpose', as stated in this Fom for which such assistanc€

was requasted by me.
3) I hereby confrm that I

lor which this assistance

rl { cltql6{ tftItr
2) it u{ c} (rr.r rft
3) {XfrE{dItfrfrr€

have not E will not in futur6. avail of reimbuEement, in pad or in full, from any of€r sourc€y'employer/insuranc€ company, ol the amount

is .squested.
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1) By amxing my signature or thumb impresaion on this Form. I (Applicant) hereby aEree & authorise Koshika Foundation and it's Trust663 to

use/publish/pufupkeproduce my name. addrass, photo & details of the 'purpose', fo. which such assislance is requested/granted, through any

medium, inciuding but not timited to verbat, print, electronic, for soliciling donauons tor Koshika Foundation and/or disseminating information about it's

activities/achieyements. Such use ol my photo & details can be made by Koshika Foundatlon before or afier my treatment or fumlment of the 'purpose'

for which assistance is being tequested.

2) I (Applicant) further agreJthat any such use of my name, addrees, pholo & details of the'purpose', tor whlch such 6sslstance is r€qu$tad/granted,

witt noi automaticatty entifle me for receivlng or continuing the said assistiance. The decislon tor granting and/or continulng the assistance will rest solely

with the Trustoes of Koshika Foundation, and th€ir decision is this rogard will b€ linal and accoptable to me.
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By affiring hereunder, signalure of our Authorised Signatory for recommending this cas€/patisnt lor linancial assistrance from Koshika Foundation, we
(Hospitsl) hereby afiirm & acrapt following:
i;ttrit wi neittrdr are presenly nor wlll in futu.e avail oI financial a6gistancr frcm anothsr NGO or any olhei sou.ca, for lhe samo pationucaag, as ws are

r;questing to get hom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requosted assistance is not granted

bykoshik; F;undation, in part or in full, then the Hospital reserves it s right to maks up the shortfall from another NGO or any other source. This

confirmation ess€nlially stat€s that the Hospital witl not avail any duplicato assistancs Ior lhe same patisoucss€ from any other NGO or any othor source.

2) The assistance from Koshika Foundation is only financial in nature. The choice ol the treatmenuproc€dure advised/conducted by the Hospital on lhe
patisnt, is based on the arrangement botwoen ths patient & th6 Hospital, and is in no way infuenc€d by Koshika Foundation. Henc€, th8 Hospitalwill
aa8ume sole & complete responsibility of tho treatm€nl & it s oulcome & safety ot the patient, End Koshika Found8tion will have no rol€ or rEsponsibility

in the matter.
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