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DECLARATION by APPLICANI: qTT(6 ET',I TF4:I T]1:

'l)lhereby conlirm thal alldetails in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assislanca, if any,
liable fo. rejecliorrcancellatjon.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only lor the'purpose", as stated in this Form, for which suci assistance

was requested by me.
3) I hereby confirm that lhave not & will not in luture, availof reimbursement, in pan or in full, ftom any oth€r source/employer/insurance company. of lh€ amount
tor which lhis assistance is requested.
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AGREEMENT by APPLICANT (3n+(d rm 6m)

By afflxing he.eunder, signature of our Authorised Signatory for recommending this case/patient for flnancial assistance from Koshika Foundation. we

(Hospital)hereby amrm & accepl lollovring:
j)if,it *l n"itfri, 

"," 
presently nor will inluture avail ol financial assistance trom another NGO or any other source. for the same patient/case. as we are

rJquestin! to get from'Koshik; Foundation. to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Uy ioit ifi fo"unOation, in part or in full, then the Hospital reserves it s right to m;ke up the shortfall from another NGO or eny other source. This

cinfirmation essentially st;tes that tho Hospital will not avail any duplicai8 assistance tor the samo palisnucase from any other NGO or any other source.

Ziitre assist"nce f,oni Koshika Foundatio; is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

oltent, is UaseO on ttre arangement betw€en thopatient E the Hospital, and is in no way influenc8d by Koshika Foundalion Hsnc€, the Hospitalwill

;il;; ;ot;t;;eteie resp"onsibitity of the treatment & it's outcome & salety oI the patleot, 8nd Koshika Foundation will have no role or responsibility

in lhe matter.
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l) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/puGup/reproduce my name, address, photo & details of lhe 'purpose', for which such assistance is r€quested./granted, through any

medium, inciuding but not limited to verbal, print. electronic, for soliciling donations lor Koshika Foundation and/or dissominating information about it's

activities/achieve;enb. Such use o, my photo & details can be made by Koshika Foundation betore or after my treattnent or fulfilmenl of lhe 'purpose"

for which assistance is being requested.
2) I (Applicant) fudher agree that any such use ol my name, address, photo & details ofthe'purpose', tor whlch such assistance is requested/granted,

will not automatically entitle me for rec€iving or conlinuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

wilh the Trustees ot Koshika Foundation, and th€ir d€cision is this rogard will be final and acceptable to me
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