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DECL RAIOil by APPLICANT: lqdllr ERr dcqr vr:
1 ) I hereby confirm lhat all details in thls Form are True to lhe best of my knowledge. Any false slatemont will render my Applicatbn E ongoing assistance, if any,

liable lor rejeclion/cancellation.
2) lsolemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose'. as stated in this Fonn, for which such asslstarco

was requested by me
fiifreriOy confir:m tnal f have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company. of the amount

for which lhis assislance rs requested.
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3) dSfr6rdrtf6fq{ xuTdr tg qr rf{ 61 qgt,<s{ftrtrr cfrr6 qr qf6 twr ffi.rrqdafrqtqar*cl6q-{iqa} foqr t !fltqt cfrq { {'nl

,.GREEMENT by APPLICANT ( EI( 6rR)

1) By afflxing my signature or thumb impression on this Form, I r'Applicant) hereby agree & authorise Koshika Foundation and il's Trusteos to

use/publish/pul-up/reproduce my name, address, photo & details of the "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

activities/achievements. Such use of my photo & details can be fiade by Koshika Foundation before or after my treatmont o. fulfilmgnt ot the'purpose'

for which assistance is baing requested.
2) I (Applicant) furlher agreC that any such use of my name, address, photo & details ol the 'pu.pose", for which such assistance is requested/granted,

wilt noi automalically entitle me for receiving or continuing the said assistancs. The decision for granting and/or continuing the assistance will r6st solgly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affrxing hereunder, srgnature of our Authorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation. we

(Hosprtal) hereby affirm I accept following:
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presentlynor witt injuture avail of llnancial assistance trom anolh€r NGO or any other sourc€, for the same pati€nt/case, as wo ar8 

.

rdquesfin! to get from foshik; Foundation, to the exlent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

U-y Xo"friil ioinO"lio", in part or in full, then the Hospital reserves it's right to mrks up the shortfall from another NGO or any oth€r sou.co. Thls

c6nfirmation essentially st;tes that the Hospital will not avail any duplicaae assistance tor the samo patlenvcase from 8ny other NGO or any olher source.

it in" 
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fr""i Koshika Foundatio; is onty financial in nature. The choice ol the treatment/procedure advased/conducted by the Hospital on the

pltient, ii 0"."0 on tf," arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundalion Hence, lhe Hospital will

iisume sole & complete resp;nsibility of the treatment & il's outcome & safety oftho patient. and Koshika Foundation will havo no rol€ or responsibility

in the matter.
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