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DECLARATION by APPUCAI{r| qfi(ls !m Sqql cr:
1) I hereby confirm hal alldetails in his Form are True to the best of my knowledge. Any lalse statement will render my Application & ongoing assistance, if any,

liable for rBjeclion/cancellation.
2) I solemnty confirm that assistan€€. if received lrom Koshika Foundation, will be used only for the 'Errpose', as stated in this Fom, fo. which suct assistance
was requested by me.
3) I hereby cufirm lhat I have not & will not in future, avail of reimbursement, in part or in tull, fiom any other source/employer/insurance company, of the amount
for which this assistanc! is requested.
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AGREEMENT by APPLICANT ( (I 6{R)

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

use/publish/pul-upheproduce 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, elecuonic, for soliciting donations tor Koshikg Foundation and/or disseminating inlo.mation about it's

activities/achievements. Such use of my pholo & details can be made by Koshika Foundalion before or atter my treatment or fulfilment oI lhe 'purpose'

for which assistance is being request8d.
2) I (Applicant) lurther agree that any such use of my name, address, photo & details of the 'purpose'. lor which such assislance is requested/granted,

will not automalically entitle me for receiving or continuing the said assistance. The decision lor granting and/o. continuing the assistance will rest solely

witl'\ the Truste€s of Koshika Foundation, and their d€cision is this regard will b€ final and accaptable to me
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By affixing hereunder, signatu.e ot olrAuthorised Signatory for reclmmending this case/pataent for financial assistance from Koshika Foundatioh, we

(Hospital) hereby afiirm & accepl following:
i;tnit we neitnir are presently nor will in future avail of financial assistance from another NGO or any other source. for lhe same patient/case, as we are

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

Uykoshiki Fo-undation, in part or in full, lhen the Hospilal rese.ves it's right to tnake up the shortfallfrom another NGO or any other sourcs. This

confirmation essentially st;tes that tho Hospital will not avail any duplicato assistanca for thc samo patignvcaso from any oth€r NGO or any othsr sourc€.

2)The assistance from Koshika Foundation is only linancial in nature. The choice ot the treatmenuprocedure advised/conducted by the Hospilal on the

p;tient, is based on th6 arrangemant betw€en thapationt & the Hospital, and is in no,,Yay inlluenced by Koshika Foundation. Hencg, the Hospital vJill

Lssume sote 8 complete rosp;nsibility of th6 trostrnent & it's outcome & salety ot the patignt. gnd Koshika Foundation will have no role or responsibility

in the matler
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