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OECLARATIOT{ by APPLTCA T: qd(fr ERr ds![ !7l
'l) I hereby confrn lhat all details in this Fom are True to the best o, my knowledge. Any talse statement will render my Applicadon & ongoing assistanco. if any,

lhble for rejection/cancellation.
2) I solemnly ;lnfirm that assistanca, if received lrom Koshika Foundation, will b€ used only for the 'purpose'. ss stated in thb Fotm, for whlcfi suci assistance

was requested bY me.
3) I hereby conri;m thal I have not & will not in future, avail of reimbursement. in part or in full, from any o$ler sourcr/employer,'insurance cffipany, of he amount

for which lhis assistance rs requesled
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,.GREEMENT by APPLICANT (,:qr+(6 ERr 6{R)

j) By afflxing my signature or thumb impressioh on this Form, I iApplicant) hereby sgree & authorise Koshika Foundatlon and its Ttustees to

use/publish/put-up/reproduce my name. address, photo & detail5 ofthe'purpose', for which such assislance is @qugst€d/granted, through any

medium, including but not timiled to verbal, print, electronic, for soliciting donations for Kgshika Foundalion and/or disseminating information about it's

activities/achievements- Such use of my photo & details can be made by Koshika Foundalion before or after my treatment or lulfilment of the 'purPose'

for which assistance is b€ing requested.
2) I (Appticant) further agree that arv such use oI my name, address, pholo & details ol the 'purposo". for which such assistance iS r€questsd/granled,

will not automaticalty enti e me for receiving or conlinuing the said assistance. The decision for glanting and/or continuing the assistanca will rgst solely

with the Trustees ol Koshika Foundalion, and their docision is this regard will be final and accaptable to mo.
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By affixing hereunde., signalure of our Authorised Signalory lor recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
i ) th;t w; neith;r are presently nor will in future avail of llnancial assistance hom another NGO or any oth€r source, for the s€me palienucaso, ss we are

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

by koshik; Fo'undation. in part or in full, then the Hospital reserves it's right to mako up the shortfall from another NGO or any other source This

c;nfirmation essentially states that the Hospital will not avail any duplicats assislance for the sam€ patienucase from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice ofthe lreatmenvproc€dlre advised/conducted by the Hospilalon the
p;tient, is based on the arrangement between the patient & th6 Hospital, and is in no way infruencad by Koshika Foundation. Hence. lhe Hospital will

assume sole & comptete resp;nsibility of the trcatment & it's outcome & salety ol the patient, 3nd Koshika Foundation will have no rols or responsibility
in the matter.
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