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1) I hereby confrrm that all details in thrs Form are True to the besl of my knowledoe. Any false statement wrll render my Applicat on & ongoing assistance. if any,
ltaDlu lor rejectio r/cancellatron.

was requested by me.

3) I hereoy confirnr thal I have not & vrill not in future, avail of reimbursemenl, in part or in full from any other source/employer/rnsurance company, of the
for whrch this assistance is requested

r) { qtquTr q,rdr tfr'{s er6rr t Ri ,T'a eq1 fr-{flr it qr+rfi * wjqn Fe qa sd tr qR ati frs{ur w 6.eFr }ftrfl qFrr qkil t d c-t {-6rrdr fflR +t qr F6-fr

z) c{ Efir si $6rrdr {frr "qlRr+r rFE-e{H", ri d sr rti t, yr*r sc*q sS sqyq fti {fd + ffi t+'qr q+n, d w yrsc d xr rrqr tr
3) C gfu +,'cdr t f+, tqs rrtrrdr ?g c6 crrt{ +1 T{ *, Ts {rftr ol efrro' et v+-o Fwr ffi erq fdqt + sii r ri qke C dmr*iqfit-jr*rtrqr 6.'q-fr

DECLARATION byAPPLIGANT: 3{+({ ERI dqql vr:

AGREEMENT by AppLtCANT (0{r+{6 gro s-iR)

activitres/achievements. Such use of my photo & details can be made by Koshika Foundation before or aiter my treatment or fulfilment of the purpose'

for which assistanoe is being requested.
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will not automatrcally enlitle me for receiving or continurng the said assistance The decision for granting andior oontinuing the assistanoe wlll rest solely
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By affixing hereunder, signature of our Authcrised Signatory for recommendiilg this case/patient for financial assistance from Koshika Foundation, we
(Hospitai) hereby affirm & accept following
1)lhat we neither are presently nor wiil in future avail of financial assistance lrom another NGO or any other source, for the same patienvcase, as we are
requeslrng to get [rorn Koshika Foundation. to the extent lhat such assislance rs granted by Koshika Foundation. lf the requested assistance is not granted
by Koshtka Foundatron, in par', or tn full, lhen the Hospital reserves ils right lo nrake up ti)e short[all frofl] another NGO or any other source. This
confirmation essentially states that the Hosprlal wrli not avail any dLrpiicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance fronr Koshika Foundation is oniy financial in nature The choice of the treatment/prcicedure advised/conducted by the Hospital on the
patient, is based on the arrangenrent between the patieni & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assunle sole & conrplete responsibility of lhe treatnlent & it's outcome & safety of the patrent. and Koshika Foundation will have no role or responsibility
rn the matter.
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