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DECLARATIOT{ by APPLTCANI: Blr+(6 an dqqr yr:

1 ) I hereby confrm thal all dolails in his Forn are True to lhe best ot my knowiedge. Any false slatement will render my Applicalion E ongoing assistanco, lf anv,

lieble for rejectrbdcancellation.
Z) iiofemnfv ipnnrm tfrat assistance, if received from Koshika Foundation, will be used only lor the 'purpose', as stated in this Form. for which such assistance

was requesled bY me.

iiit 
"rl-ly 

ii,"#- tia f have not & wi not in fulure, avait of reimbuEement, in oad or in tull. from any olher sourc€/employer/insurance company, of lhe amount

for which this assistance is requested.
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2) tt ET(I s] s6[q-dl nfrI "Cifrrdl srf+{n", i d q rd t, sFrl
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,.GREEMENT bY APPLICANT ( ERr a'fi)
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rApplicant) hereby agree & authorise Koshika Foundation and it's Trustaes to

s of the'purpose", for which such assistance is requested/granted, through any

soliciting donalions for Koshika Foundation and/or disseminating information about it's

made b; Koshika Foundation b€fore or after my treatment or fullilment ol the'purpose"

1) By afiixing my signature or thumb impression on this Form, I

use/publish/pulupkeproduce my name' address, photo & detail

medium, includinq but not limited to verbal, print. electronic, for

activities/achievements. Such use of my Photo & details can be

for which assistance is being roquested.

2) I (Applicant) further agree that any such use of my name, address. photo & dslails ot the 'purpose', for which such assistance is requast'd/grant€d'

wilt not automatically entitte me tor recetving oi tnt'inuing the s"io asiistance. The decision for granting snd/or clntinuing the assistiancs will r€st 8ol€ly

with the Trustees of Koshika Foundation, and their docision is this regard will be final and ac.eptable to me
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By atlixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospilal) hereby affirm & accept following
1)that we neilher are presently nor will in luture avail of llnancial assistance from another NGO or any oth€r source. for the samB Datienucase, as we are

requesting to get from Koshika Foundation. to the extent thal such assistanc! is granted by Koshika Foundation lf lhe requested assistance is not granted

by Koshika Forrndalion, in part or in full, then the Hospi tal reserves it's right to make up thB shortfall from another NGO or any othor source. This

confirmation essentially statgs that the HosPitalw ill not avail any duplicaae sssistance tor the sam€ patienucase from any othe. NGO or 8ny oth€r source

The assistance from Koshika Foundation is only financial in na tlre. The choict of the treatmenuprocedure advised/clrducted by the Hospital on the
?)
patien t. is based on the arrangement between the patient & the Hospita l, and is in no way influencad bY Koshi ka Foundation. Hence. the Hospital will

assume sole & complete responsibility of the treatmenl & its outcome & safety of ths patient, and Koshika Foundation will have no rols or responsibilily

in the matter
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