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DECLARAIOI{ byAPPLtCAilT qd(lF E( dqqr yr:

1) I hereby mnfrm thal all delails in this Form are True to the besl of my knowledge. Any false slatement will render my Application & ongoing assHance, it any,

liabl€ tor rej€ction/c€ncellation.
Zt isoie.nfiipnni. tfrat assistanco, if recoived from Koshika Foundation, will b€ us6d only for th€ 'purposs'. as stated in thls Form ,or whidl sudr asdstanco

was rcquested by me.
iiiiJi-uiJl-"n-fi tfi"t I have not & will not in future. avail of reimburs6ment, in part or in tull, from any oth€r sourcs/employer/insurance company. ol th€ amount

for whidt this a$sistanc€ is requested.
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1) By afiixing my signature or lhumb impression on this Form l (Applicant) hereby agree & au

use/puttisn[ut-upiieproduce my name. address, pholo & details of lhe 'purpose"' for which s

medium, inciuding uui not Iimited to verbai, print, electronic, for soliciting donations for Koshik

activities/achievo;ents. Such use oI my photo & details can be made by Koshika Foundation

for which assistanct is being requested.

zir'ieppricanrt ru.1,", agree- thai any such use of my name, address, photo & details of the "purpose', lor which such assistance is requested/Erant6d,

wilt not automatically enti e me for receivinl=lr Lnr'inrins ttr" 
""id "siistance. 

The decision for granting and/or ctntinuing the assistanc€ tYill r€sl solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me'
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By affaxing hgrsunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' wo

(Hospital) herebY affirm & accept follotYing

1) that we nerther are presently nor will in future ava il of llnancial assistance lrom another NGO or any other source, for the same patienucase, as we are

requesting to get from Koshika Foundation. to the exten t that such assistanco is grant€d by Koshika Foundation. ll the requested assistance is not grantod

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 other sourcs. This

confirmation essentiallY states that the Hospitalwill not avail any duplicate assistance for the same Patienuca se lrom any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedure 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 Kosh ika Foundation. Hence , the Hospital will

assume sole & complete responsibility ol the treatmenl & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

thorise Koshika Foundation and it's Trustees to

uch assislance is requestedigranted, through any

a Foundalion and/or diss€minating information about it's

before or after my keatment or fulfilment of th6'purposE'
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