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DECLARATION byAPPLICA I: !CT*(6 BM dsln Yi:
1) I heGby conlirm that all details in this Form are True to lhe best of my knowl€dge. Any false statement will render my Application E ongoing assislanc€, it an,

liable for rejecliorvcanc€llation.
2) I solemnly confrm that assistance, if received Irom Koshika Foundation, will be used only for the 'purpose', as stated in this Form, for whlch such asslstance

was requested bY me.
3) I her;by conf m that I have not & will not in fulure, avail of reimbursement. in part or in full, from any other source/employer/insurance company, of he amount

for which lhrs assistance ts requested.
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1) By affiring my signature or thumb impression on this Form, I rAppticant) hereby agree & authorise Koshika Foundalion and it's Trust€€s to

use/pubtish/put-up/reproduce my name, address, photo & details of the "purpose", for which such assistance is .equosted/granted, through any

medium, including but not timited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about its

activitiedachieve;ents. Such use of my photo & delails can be made by Koshika Foundation before or after my treatment or fullilment of the 'purpose'

for which assistanc€ is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details ot lhe 'purpose', for which such assistancs is requested/granted,

will not automatically entitle me for roceiving or clntinuing the said assistance. The deoision for granting and/or conlinuing the assistanca will resl solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acc€ptable to me.
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AGREEMENT by HOSPITAL (6qdla 6RI 6(R)

By aflixing hereunder, signature of our Aulhorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept followingl
il ttit we neittrer are presenllynor will in-tuturc avail of financial assistance from another NGO or any other source, for the same patient/case, as we are

r;questing to get from Koshik; Foundation, to the extenl thal such assistance is granted by Koshika Foundalion. lllhe requested assistance is not granted

by'Koshik; Fo-undalion, in part or in fult, then the Hospital reserves it's right to rnake up the shorlfalt from another NGO or any oth6r sourc€. This

c;nfirmation essentially states that the Hospital will not avail any duplicat€ assistance for the same patient/cass from 8ny other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedlre advised/clnducted by the Hospital on the

p;tient, is based on the arrangsment between ths patient E tho Hospital, and is in no way influencsd by Koshika Foundation, Hence. the Hospital will

assume sole & complete resp;nsibility of the treatment & it's outcome E safety of lhe pationt, and Koshika Foundation will have no role or responsibilily
in lhe matter.
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