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oECLARATIOI{ by APPL|CAiIT: rEd<6 ErT dsqr v{:
1 ) I hereby confirm thal all details in this Form are True to tho b€sl of my knowledge. Any lalse staiemont will render my Appllcation & ongolng asslstanc€, it any,

liable for rejection/cancallalion,
2) I solemnly confrm $at assistranc€, il received from Koshika Foundation. will be used only for the 'purpos€'. as siated in his Form, for whbh such assistance

was requested by me.

3) I her;by confirm that I have not & willnot in future, avail of reimbuEement, in parl or in lull, from any other source/employer/insurance company, ot fte amount

for which this assistance is requesled
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,.GREEMEi{T by APPLICANT ( rE 6IR)

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

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

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

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my lreatmsnt or fullilment of thg'purpgso'

for which assistance is b€ing requested.
2) I (Applicant) further agree lhat any such use of my name. address. photo & details ot the "purpose', for which such assistanc? is rsquoslod/granted,

wi not autonatically entitle me for receiving or continuing the said assistance. The decision tor granting and/or continuing the assistancr lrrill rest solely

with the Trustees of Koshika Foundation, and their decision is this rogard will be finaland acceptable to m€.
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By affixing hereunder, signature of our Authorised Signatory for reclmmending this case/patient for financial assistance from Koshika Foundation. we

(Hosprlal)hereby afllrm & accept following:
i;ttrit wi neitner are presentynor will inluture avail of llnancial assistance lrom another NGO or any other source, fo.lh6 same patiEnvcaso. as wo ar€

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

bykoshik; Fo-undation, in part or in full, then th6 Hospilal reserves it's right to mak€ up th8 shodfall ftom anothor NGO or any oth€r sourcs. This

confirmation essentially statos that the Hospital will not avail any duplicaaB assistance for lhe same pEtl€nucas€ from sny other NGO or 8ny oflar source

2)The assastance horn Koshika Foundatior is only financial in nature. The choic€ of the treatmenuprocadure advised/clnducted by the HGpitalon lho
p;ti6nt, is based on the arrangement b€twgsn the patient E the Hospital, and is in no rvay inf,uenc€d by Koshika Foundation. H€nce, the Hospitalwill

assume sole & complete resinsibility of the treatment & it's outcome & safety ot lhe patient, 8nd Koshika Foundation will havo no role or responsibilily

in the matler.
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