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"PURPOSE" for REQUESTING ASSISTANCE:
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DECLARATIoN by APPLICANT: iqra<{ ERI dcql Td:

1) I hereby oonfirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable for reiection/cancellation.
2) I solemnly;onfirm that assistance, if received from Koshika Foundation, witlbe used only for the 'pu rpose', as stated in this Form, forwhich such assistanco

was requested by me.
3) I he;by confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, ofthe amount

for which this assisbnce is requested.
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1) By affixing my signature or thumb impression on this Fonn, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Ttustees to

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

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

activitiesiachieve;ents. Such use of my photo & details can be made by Koshika Foundation before or after my keatment or fulfilment of lhe "p!rpose'

forwhich assistance is being requested.
2) I (Applicant) Iurther agree that any such use of my name, address, photo & details ofthe "purpose', for which such assistance is requested/granted,

;ill not automatically eniite me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solety

with the Trustees of Koshika Foundation, and thek decision is this regard will be linal and acceptable to me.
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By affixing hereunder, signature of ourAuthorised Signatory Ior recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept Iollowing:
i) itrit 

"6 
n"ittri 

"r" 
presentty nor will inluture avail of financial assistance from another NGO ol any other source, for the same patient/case, as we are 

.

rJquesting to get from'Xoshik; Foundation, to tho extent that such assistance is granied by Koshika Foundation. lflhe requested assistance is not granted

Uy-ioitriia fo'unOation, in part or in lull, then the Hospital rcservos it's right to m;ke up the shortfall from ahother NGO or any other source. This

;nfirmation essentially sdtes that the Hospital will not avail any duplicaie assistance for the same patienvcase from any other NGO or any other sourc€

ilifr" 
""sistan"e 

t ni Koshika Foundatioiiaonly financial in riatuie. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

pltiunt, ii Oisea on tt u arrangement betlveen thipatient & the Hospital, and is in no way influenced hy Koshika Folndalion. Hence, the Hospital will

lisunre ioie A comptere resp;nsibitity of the treatment & it's outcome & safety of the patient, and Koshika Foundaiion will have no role or responsibility

in lhe matter.
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