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DEClAnAnoil by APPLICANT; qfi6 Em fiqr cr,

1) I hereby confm hat elldetails in lhis Form are True to the besl of my knowtedge. Any false ststement will render my Application & ongolng assistance, if 6ny'

o i"r:[fr,f$f#f:93'-Tnce, if r6c€ived trom Koshika Foundation, witr be used onlv lor the 'purpos€', as stated in this Form. fo' which such assislan@

meuested theby ofcomreq /insurance panvsouother rce/emfu ployerfromn ol anymburseolavail ment, parttenol n telutuEnolthal haveconllrm3 hereby
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EM fiR)AG ENT by APPLICANT (
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1) Bv afiiring my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foqndation and it's Trustees to

use/publishi put-up/reproduce mY name, address, photo & details of the'purpose'. for which such assistance is requested/grantod, through any

medium, including but not limited to v€rbal, print, electronic, for soliciting donations for Kosh ika Foundation and/or disseminating inlormation about its

activities/achievements. Suc+l use ol my photo & details can be made by Koshika Foundation before or after my treatment or fumlment of lhe 'purpose

for which assistanc€ is being requested

2) I (Applicant) furlher agree that any such usg ol my name, address, phgto & delallg ol the 'purpose' .lor whlch such assistance is requesled/granted,

will not automatica lly entitle me for receiving or continuing the said assistance. The declsion tor granting and/or continuing lhe assistance will rest solely

with the Trustees of Koshika Foundation, and thoir decision is this regard will b€ final and accoptablo to me
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By affixing hereunder , signature of our Authorised Signatory for reclmmending thiS case/patient to. financial assistance from Koshika Foundation' we

(Hospital)hereby afiirm & accept following

1) thst wo neither are PresenIy nor will in fu ture avail ol financial assistanca fiom snother NGO or any other source.lor the same patient/case, 8s we are

requesting to get hom Koshika Foundation, to the extent that such assistance is granted bY Koshika Foundation lf the requested assistance is not granled

by Koshika Foundation. in Part or in lull, then the Hospital reserves it's rjght to make uP the shortfal I from another NGO or any other source This

confirmation essonliallY states that tho Hospital will not avail anY duplicate assislanc€ lor th€ sam€ patienUca se from any oth€r NGO or any othsr souace

2l The assistance from Koshika Foundation is only financial in nature The choic! of the treatrnenuprocrdlre advised/conducted bY the Hospital on the

patisnt. is basgd on the arrangement betwe€n th€ Patisnt & the Hospital, and is in no way influencod bY Kosh ika Foundation. Henco , tho Hospital will

ass ume sole I complete responsibi lity ol the treatment & it's outcome E safgty of the patient, and Koshika Found ation will have no rolo or responsibllity
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