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DECLARATTOI{ by APPLICA T: qlt<fi Ero ciqw cr:
1) I hereby contirm hal all details in tris Form are True to th6 best of my knowledge. Any talse stateoent will render my Applica{on & ongolng aEslstancs, if any,

liablo for rejsctiory'cancsllation.
Z) f solsnnte;nnrn that assistanca, it r8c€ivsd lrcm Koshiks Foundation, will b€ used only for the 'purpos€', as staled in this Form. fo. whidr such assbtance

was requested by me.
JiifiiiUi"-ni, u,a I have not & will not in tuture, avait'gl reimbursement. in part or in tull, from any other source/employer/insuranca clmpsny. ot the amou

for whbh his assistanca is requested.
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AGREEIilENT by HOSPIAL (f,gdTd .r{l 6IR)
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By aflixing hereunder, signature of our Authoris€d Signatory for recommsnding thb caso/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afiirm & acc€pt following:
i;ttit wi neittrer are pr€sentlynor will in-future avail of financial a$sistanc€ rrom snothor NGO or any other source, fol the same pstionucas€, 8s we ara

r;questing to got from Koshiki Foundation, to the extent thal such assistance is grented by Koshiks Foundation. lflhE requested assistance is not granted

bykoshik-a Fo-undation. in part or in full, then the Hospital reserves it s right to make up the shortfall f.om anolh$ NGO or any other soorce. This

confirmation essentially sdt€s that the Hospital will not avail any duplicalo assislanc. tor lhe sam€ pati€nucase from 8ny other NGO or any other aource.

2) The assistance from Koshika Foundation is only financial in nature. The choice oI the tteatmenuprocedure advised/conducted by the Hospital on the

p;tsnt, is based on the a ang€ment betwssn thapatient A the Hospital. and is in no way ioiuenced by Koshika Foundation. Hgnc€. th€ Hospitalwill
as8ume sole & complete resp;nsibility of tho treatment & its outcoms & s8lgty of the patient, snd Koshika Foundation will hsve no.ole or responsibility

an the matter.

1)By aiixing my signature or thumb impression on thas Form. I (Applicanl) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/publistVput-upkeproduce my name, address, photo & details of thg 'purpose". for which such assistance is requested,/granted, through 8ny

medium, lnciuding but not timited to verbal, print, electronic, lor sollciting donations for Koshika Foundetion and/oI dissominsting inlormation about it's

activities/achioygments. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or lutfilment ot lhe 'purpo6€'

for which assistance is b€ing requested.
2) I (Appticant) tudher agree lhat any such use of my name. address, photo & dotails ol the 'purpose', tor which such assistance Is requ$ted/grantsd,

witt noi automaticatty entitJe me for receiving or continuing the said assistance. The dec]slon lor granting and,/o. continuing ths assistanca will .est solely

with the Trustees of Koshika Foundatlon, and th€ir dacision ls this rggard will be flnal and acceptable to me.
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