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DECLARATION by APPLICANT: qlt(6 ERr dcqr crl

1 ) I hereby confrm that all details an this Form are True to the besl of my knowledge. Any false statement will render my Application & ongoing astistancs, if any.

liable for rejectiorrcanc€llation.
zti,oi"anfv-i""ni. trrat assistance, if r€@ived from Koshika Foundation, will b€ used only for the "purpose', as stated in thls Form for whlch such e$lstance

:'iiffi'ff5t"P#]i. I have nol & wi1 not in futur€. avait of reimbursem€nt, in pad or in tull, fiom anv other sourca/employor/lnsuranca cotnp€ny' of the amount

for whidt this assistanca is requosted.
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'l) By afllxing my signature or thumb impression on this Form, I

use/publish/pulupkeproduce my name, address, photo & detail

medium, including bul not limited to verbal, p.int. electron'c, for

activities/achievements. Such use of my photo & details can be

(Applicant) hereby agree & authonse Koshika Foundation and it's Trustegs to
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such assistance is roquested/granted' through any

"ofoitiig 
don"tion" tol. Koshika Foundation and/or dissem'nating infomation about it's

,"i" oV iotf,it" f*ndation before or after my treatment or fumlment ol the 'purpose'

for which assistance is being requesied.

2) I (Appticant) further agree that any such us6 of my name, address, photo & details ol tho 'purpose', tor which such assistancs is requosted/grantod'

wilt not automaticalty entitte me ror receivinllr t"ii,"ri"gih" *'d ,tiistance. The decision ior granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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By affixing hereunder, signature ol our Authorised Signatory lor rgcommsnding this case/patient for financaal assistianc€ film Koshika Foundatbn' wo

(Hospital) hereby affirm & accept following:

1)that we neither are presently nor wrll in luture avai I of financial assistance from another NGO or any other source, for the same patienvcase, as we are

requesting to get from Koshika Foundation, to the exten t that such assistanc€ is grant€d by Koshika Foundation. lf the requested assistance is not grantsd

by Koshika Foundatton, in Pa rt or in [ull. then the HosPital reserves it's right to make up tho shortfall from another NGO or any other source. This
other NGO or any othar source

confirmation essentially states that the Hospita lwill not avail any duplicate assistance for the same Pati€nucase from any

2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatrn€nt/Proced u re advised/conducled by the Hospital on the

patient. is based on the ariangement between the Patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the HosPital will

assume sole & complete responsibility of the treatment & it's outcom€ & salety of ths patient, and Koshika Foundation will have no role or rcsponsibility
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