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DECLARATIOI{ by APPLICAilI: ql+(d ERI dsql !-r:
1) I hereby confirm that all details ln this Form are True to the best ol my knowledge. Any false stalement will rsndsr my Application & ongoing asslstance. it any,

liable for rejectiodcancellation.
2) I solemnly ;onfirm that assistance, if received from Koshika Foundation, will be used only for the'purposg', es slatsd in this Form. for whici such assistance

was requested by me
3) I he;by confi;m that I have nol E will not in future, availof reimbuEement. in parl or in full, from any other source/employer/insurance company, ol the amount

forwhich lhis assistance rs requested.
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,.GREEMENT by APPLICANT ( TRT R)

1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's TrustEBs to

use/pubtish/pulup/reproduce my name. address, photo & details of the 'purpose", for which such assistance is requested/granted, through any

medium, inctuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or di$eminating information about it's

actrvities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilmenl of the'purpose"

for which assislance is being requested.
2) I (Appticant) fu.ther agree thal any such use of my name, address. photo & details of the 'purpose", for which such assistance is requestgd/granted.

wi not automalica y enlitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistancs will rest sololy

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptabl€ to me.
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By affixing hercunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation we
(Hosprlal) hereby atfirm & accepl tollowng:
il tnat wi neittrer are presen y nor will inluture avail of financial assistance from another NGO or any other source, for the same patient/case, as w€ arc
.;questing to get from Koshika Foundation, lo the extent that such assistance is granted by Koshika Foundalion. lf the requested assistanc€ is not granted

bykoshik; Foundation, in part or in full. then the Hospatal resorves it's right to make up the shortfall from anoth€r NGO or aay other source. Thls

confirmation essentially sdtes that the Hospital will not avail any duplicat€ assistance for the samo pati€nucase from any oiher NGO or any ohsr source.

2) The assistance from Koshika Foundation is only financial in nature. The choics ot the treatmenuprocedure advised/conducted by the Hospital on the

p;tent, is based on the arrangement between the patient & the Hospital. and is in no way inf,uenc€d by Koshika foundalion. Honce, the Hospitalwill

assume sote & complete responsibility of the treatmenl & it's outcome & safety of the patienl, and Koshika Foundation will have no role or rgsponsibilily

in the matter.
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