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DEGLARAIIOII byAPPffA T: qd<c tm qlcqr qr:

I ) I hereby confirm hat all dehils in his Form are True to the bes,t of my kno,t tedge. Any false statement will rend€r my Applicalion & ongoing assistance. if any,

liable for Bi€clb./cancsllalton.
2) I sol€mnry ;lnfim lhat aqsistanc€, if received lrom Koshika Foundaton, will b€ used only for the 'purpos€', as stat6d ln this Form, for which sudl assistance
was requested by me.
3) I hef;by conlirm lhat I hav€ nol & will not in tuture, avail of reimburs€ment, in part or in tull, f.o[t any othgr sourc€/omploye./insurance clmpany, ol the amount

tor whlch this assislahcs is requested.
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by APPLICANT ( Er{I 6m)

i ) By afiixing my signature or thumb impression on this Fo.m, I (Apdicant) hereby agr€€ & authorise Koshika Foundation and il's Trustees to

use/pubtish/put-up,/reproduce my name, addrgss, photo & details of th€ 'purpos€', for vrhich such assistance is ,equesled/granted, through any

medium, inctuding but not limited to verbal, p.int, elecbonic, fo. solicitlng donations for Koshika Foundatioo and/or disseminating in ormation about lt's

activities/aciievemenls. Suc'tl use ol my photo & details can be made by Koshika Foundaton botore or aller my treatment or tutfilmenl ol lh€ 'purpose'

fo. which assistance is being requ€sted.
2) I (Appticant) turther agree that any such use of my name, address, photo & dolaib ofthe'purpose', ror whict such assistance is requested/granted,

will not automatically entite me for recelvlng or @ntinulng the said assistanca. The d€cislon fo. granting and/or continuing the assistance will resl solely

with the Truste€s of Koshika Foundation, and th€h dscision is this rggard will bo fioal and ac.aplable to me.
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AGREE ENT by HOSPITAL (TgalRI 6{R)
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By afiixing hereund€r, signature ofour Authoris€d Signatory for recommending this case/patient for financial assistance from Koshika Foundation. we

(Hospital) hereby afrrm & accept following:
i1 tnit we nertter are paesenllynor will in future avail of financial assistance from another NGO or any other source, for the same patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Uy i(oshiki FdunOation, in part or in full, then the Hospital reserves ifs right to make up the shortfall from another NGO or any other source This

confirmation essentially states that tho Hospitsl will not avail any duplicato assistanca for ths samo pati€nucase trom any other NGO or any othor source.

2)The assistance from Koshika Foundation is only financial in nature. The choico of the treatment/procedure advised/conducted by the Hospilal on tho
p;ti6nt. is based on the arrang€ment betwsen tho patienl & ths Hospital, 8nd is in no rvay inltuonced by KoEhika Foundalion. H€nc€, lho Hospital will

assume sole & complete responsibility ot the treatment & it's outcome & ssfsty ofth6 patient, snd Koshika Foundation will havs no role or responsibility

rn the matler.
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