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oECLARATIO by APPLICAiIT: qr*({ lRr q}cqr qrr

1) I h€reby confrm thal all detalls in this Form are True to tho b€st ol my knowledge. Any false stalement will render my ApPlkadon & ongolng assistance, if any,

liable lor rejectiodcancellation.
Z)iiofe.nfy irnnr. ttrat assislance, if received ftom Koshika Foundation, willbe used only for the "purpose', as stat€d in this Form. for which such assistanca

was requested bY me.
3) I her;by clnf;n that I have not & will not in future, avail of reimbursement, in parl or in fu

for which this assistance is requested.
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!,cREEMENT by APPLICANT (icr+$ Em 6m)

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

use/publish/pul-up/reproduce my name, address, photo & detail

medium, includinq but nol limited lo verbal, print. electronic' for

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

ll, from any olher source/employer/insurance company, of the a
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iApplicant) hersby ag,ee & authoriss Koshika Foundation and it's Trustees to

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

soliciting donations for Koshika Foundation and/or disseminating information about its

made bt Koshika Foundation before or after my treatment or fulfilment of the 'purpose"

rift cq Egdrd

for which asslstance is being requested.

2) I (Applicant) turther agree that any such use of my name, address. photo & d8taits of the 'purpose", fol which such assistance is requested/grantod.

witt not automaticatty entitle me for receiving or continuing the said assistanco. The decision for granting and/or continuing the assisianc€ will rest solely

with the Trustees of Koshika Foundation, and their decision is this rsgard will be final and acceptable to me.
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"otfrmr' qq vrd <rfinl or fidq qFdc qt{ <rE6rt ihrt

gy affixing hereunder, signature of ourAuthorised Sagnatory for recommending this case/patienl for financial assistance from Koshika Foundation, we

(Hospital)hereby affirm & accept following
olher source. for the same patient/case, as we are

I ) lhat we nerlher are presenlly nor wrll in fu ture avail of financial assistance from another NGo or any

requesting to get from Koshika Foundation . to the extent that such assistance is glanted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation. in part or in full, then the Hospita I reservss it's right to make up the shortfall from another NGO or any other source. This

conf irmation essentiallY states that the Hospital will not avail any duplicate assistance for th8 same patienucase from any other NGO or any othar source

2)The assistance from Koshika Foundation is only financial in nature. The choic,e of the treatmenuproced ure advised/conducted by lhe Hospital on the

patient, is based on the arrangement between the patient & the Hospilal, and is in no way influencod bY Koshi ka Foundation. Hence, the Hospitalwill

assum€ sole & complete resp;nsibility of the treatmenl & it's outcome & safety ot the patient, and Koshika Foundation will have no role or responsibilily

in the matter.
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