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DECL nAnOil by APPLICANI qIt(S Em cicln yr:

1) I hereby coflfirm thal alldetails in fils Form are True to lhe best of my knowledge. Any talse stalement will ronder my Appllcation & ongolng a$lstance, if any,

liable ror rejectiorrcancellation.
Zt lioi"rnfii""ni, tftat assistance, if rscaived from Koshika Foundauon. wilt be us€d only for the 'purpose-. as stated in this Form, for which sucfi a$lstanca

was requested by me.

iiifrJri,-tv ii,-"m lra f have not & wifl not in future, avail of reimbuGement, in part or in tull, from any other source/employer,4nsurance company, of the amoun

for which this assistance is requested.
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,.GREEl'rENT by APPLICA NT (!cr+({ Em 6{R)

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

use/publish/put-upkeproduce my name, address' pholo & detail

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

activities/achievements Such use of my photo & details can be
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rApplicant) hereby agree & authorise Koshika Foundation and it's Trust€es to

i of lhe'purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating informalion about its

made bt Koshika Foundation before or after my treatmenl or fullllment of the 'purpose"

for whrch assislance is being requested.

2) I (Applicant) further agree-that any such use of my name. address, photo & details of the "purpose', for which such assistance is requssted/grant€d,

w-itt not automaticatty enitle me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistanca will rest solely

with the Trustees of Koshika Foundation, and their decision is this rogard will be linal and acceptable to m0'
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance frcm Koshika Foundation' we

(Hospital) herebY affirm & accepl following
1) that we neither are presenlly nor will in luture avail of financial assistanc€ Irom another NGO or any other source, for the same pationucase, as we are

requesting to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lf lhe requested assistance is nol granted

by Koshika Foundation, in Part or in full, then the Hospital reserves it's right to make up the shortfallfrom anoth€r NGO or any other source. This

conflrmation essentiallY states that the Hospitalwill not avail any duplicate ass istance for the same Patieiucase from any other NGO or any other sourc€

) The assislance from Koshika Foundation ls only

;ttent. is based on lhe arangement between the
financial in nature. The choice ol the treatment/procedure advised/conducted by the Hospital on the
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patient & the Hospital, and is in no way influenced bY Kosh ika Foundation. Hence, the Hospitalwill

ssume sole & compl€te responsibility of the treatment & it's outcome & safetY ol the patient, and Koshika Fou
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