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DECLARATION by APPLICAi{T: qri(6 EEr dsqr r-rl
1) I heGby conlirm that all details in this Form are True to the best of my knowledge. Any false statement will rsnder my Application & ongolng assigtance, i, any,

liable for rejectiodcanc€llation.
2) I solemnly confirm that assistance, if rec€ived from Koshika Foundation, wjll be used only tor the 'purpose", as stated in this Form, for whi.h such assistrance

was requested bY me.
3)l her;by confirm that I have not & will not in future, availof reimbursement, in part or in full, frorn any other source/employer/insurance company, of the amount

for which this assistance is requested
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I.GREEME byAPPLICANT ( Er{r 6m)

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

use/publish/pulup/reproduce my name, address, photo & details ofthe'purpose', for which such assistance is rcquested/granted, through any

medium, including but not limiled to verbal, print, electronic, for soliciiing donalions for Koshika Foundation and/or disseminating information about it's

activitieJachievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilmgnt of th€ "purpose"

for which assistance is being requested.

2) I (Appticant) further agree thal any such use of my name, address, photo & details of the 'purpose", for which such assistancs is requestQd/granted,

will not automatica y entifle me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistance will rgst solely

with lhe T.ustees of Koshika Foundation, and their decision is this regard will b€ final and acceptable to m9.
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AGREEMENTby HOSPITAL (E{q d ERI 6{R)

By affixing hereunder, signature of ou. Authorised Signatory for recommending this case/patiehl lor financial assistance from Koshika Foundation, wo

(Hospita!) hereby affirm & accept following:
i; tnat wi neittrer are presently nor will in future avail of financial assislance hom anolher NGO or any other sourc€, for lhe same patienucase, as we are

r;questing to get from Koshika Foundation. to the extent lhat such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

bykoshik; Fo-undation, in part or in full, then the Hospital reserves it's right to make up the shortfallfrom another NGO or any other source. This

c;nfirmation essentially sdtes that the Hospital will nol avail any duplicate assistance for the sam€ patignucase from any other NGO or any ottler source

iittre assistance trom Koshika Foundatio; is only financial in nature. The choico ot the treatmenuprocedure advised/conducted by the Hospital on the

pltient, is based on the anangement betwoen the patient & the Hospital. and is in no way influenced by Koshika Foundalion. Henc€, lhe Hospital will

issume sote & complete resp;nsibilily of the treatment & it's outcome & salety of the patient, and Koshik8 Foundation will hsve no role or responsibility

in the matter.
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