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DECLARAnOI{ by APPLICAi{T: qr+fti n dlqr yr:

1) I hereby confim thal all dstails in this Fom are True to lhe besl of my knoubdge. Any false statement will render my Application & ongoing assistianca. if a.y,
liable fu r rejec,tion/canc€llation.

2) I solemnly confirm that assistanc€, if received trom Koshika Foundation, will be ussd only tor thg 'purpose', as stratEd in thls Fom. for whlch such asslstance

was requested by me.
3) I hereby confi;n that I have not & will not in future, availof reimbursement, in part or in full, from any other source/employer,'insurance company, orhe amount

for which lhrs assistance rs requested.
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,,GREEI,ENT by APPLICANT ( m6(R)
1) By affixing my signalure or thumb impression on this Form, I lApplicant) hereby agree & authorise Koshika Foundalion and it's Trust€es to

use/publish/put-up/reproduce my name, address, photo & details of the "purpose', for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

activities/achievemonts. Such use of my photo & details can be made by Koshika Foundation before or after my treatmont or fulfilment ot the'purpose'

lor which assistance is b€ing requested.

2) I (Appticant) further agree that any such use of my name, address, photo & details of the'purpose". for which such assistanc,e is requested/grantsd,

will not automatica y entile me for receiving or continuing the said assistance. The decision tor granting and/or continuing the assistancr will rest Eolely

with the Trustees of Koshika Foundation, and their decision is this rogard will be final and acceptable to me

l) vs cq1 c{ eci 6{apr qr ri'rJ qt crq d,[6{, I (icris) qs{ stcfd d Se 5w t!tr 'EtttEI sut{n dR T{r+ q*ql ' ai qfrtil o'nt tfu +{ Tc,

rar, qla dR sl fs-q{q r( cci { q}frd t, v0 "6ifrr6r" qql qr$, qn, qrqrrql $t B(kq t Ed rfrfreql ek 3c-dH + ffi fr$ { vsR qqc

t c{fif, 6{i * idq ufu{d tr lt cq-r 6I frerol lt !flrq d qrd qr aE i 6d * tdq'6ifrr6l sshq' s qrr1 qnrq-d tr

2) d (!ir+66) Eq q|d t s{cn (i{ t{I Tc, rdr, $id slt{ f€or d f5 qrq-fl *sft{dd vFla t ti Fsa: nwrifi in t'q'qn =Ri Tfiflr {RsEis{

"otfrmr" qsq EFd qffi 6t friq qfdq dn <prqrt d'ttt

By affixing hereunder, signature of our Authorised Signatory for recommendang this case/patient tor financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
il that we neitner are presently nor will in future avail of financial assistance lrom another NGO or any other sourc€. for tho same pationucat€, as we ar€

;questing to get from Koshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

by koshik; Fo-undation, in part or in full. then the Hospital roserves it's right to make up the shortfall from another NGO or any other source This

c;nfirmation essentiatly states that the Hospital will not avail any duplicate assistance for the sam€ patieivcase from any other NGO or any oth€r source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocsdure advised/conducted by the Hospital on the

patient, is based on the anangement betw€en the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hence, the Hospilalwill
assume sote & comptete resp;nsibility of the trealment & il's outcome & safety of the patient, and Koshika Foundalion will have no role o. responsibility

in the matler.
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