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DECIAMTIoI{ byAPPtlcANT; qli(6 U{r {cqr Yr:

1 ) I hereby confirm lhat all d€tails in his Fom are True to the best of my knowledge. Any false statem€nt will render my Appllcation & ongping assistance, it any,

liable for rejection/cancellailon.
zl illilr]rrv-[i1i111ifrji;iii"tan"", ir ,"""ir"d trom Koshika Foundatlon, wlll b€ used only for the 'purposs', as stated in this Form for which such assistanca

was requ€sted by me.
iiiiiriiv iiln,i" ftr"t I have not & wilt not in future, avail of reimbursement. in part or in full, from any other source/employer/insu.ance company, of the amount

for which this assistance is requested.
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1) By afiixing my signature or lhumb impression on this Form, I

use/publish/pulup/reproduce my name, address, photo & detail

medium, including but not limited lo verbal, print, electronic' for

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

rAppticanl) hereby agree & authorise Koshika Foundation and it's Trustees to

s oithu 'putpose;, fol. nhich such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about ifs

maOe O"y fosnika foundalion betore or after my lreatment or fulfilment of the 'purpose"

for which assistanc€ is being r€quested.

2) l (Applicant) fudher agree thal any such use of my name, address, photo & delails of the .purpose'. for which such assistance is requested/granted,

wilt not automatically enti e me for receiving or continuing the said assistancG. The decision ior granting and/or continuing the assbtsnca will rest solsly

with the Trust€es of Koshika Foundation, a;d their d€cision is this regard will be final and acceptablo to me'
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"rtfrwr" qal srd arM 6l frfq rqtfl rtr ma66 1i,,

By affixing hereunder, signature of our Authorised Signatory for re#mending this case/pataent for financial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept following
1)lhat we neither are presently nor will in lutu re avail of financial assistance from anothor NGO or any other source. for the same patient/case, as we are

requesling to gel from Koshika Foundation, to the exte nt that such assistance is granted by Koshika Foun dation. Il the requested assistance is not granted

another NGO or any oth€r source This
by Koshika Founda tion, in part or in full, then the HosP ital reserves it's right to make uP the shortfallfrom

conllrmation essenl ially states that the Hospital will not avail any duplicate assistancs lor th€ same pationUcas€ from any other NGO or any othar source

2) The assistance trom Koshika Foundation is only financial in nature The choice of the treatmenl./proced ure advised/conducted by the Hospital on the

patie nt, is based on the anang emsnt between the patient & tho Hospital, and is in no way influenced bY Koshika Foundation. Hence, the Hospilal will

assu me sole & complete responsibility of the treatment & il's oulcome & safety ofthe Patient, and Koshika F;undation vrill have no rolo or responsibility

in the matter.
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