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DECLARATTON by APpLtCAt{T: qr*(6, Er{I siqqr cr:
1) I hgreby confirm lhat alldetalls in his Form are True to lhe best of my kno,ledge. Any fals€ stalement will render my Application E ongc'ing assistanca, if any,

liable for rejection/cancellation.
2) I solemnly;onfrm hat assist8nct, il rec€ived from Koshika Foundation, willbe used only for the'purpose', as stated in thls Form, for which such assistance

was requested by me.
Siinerily connrin tiraf f have not & will not in future, avail of reimbursement. in pa.t or in full, from any other sourc€/enployer/insu.ance company, ol the amount

for which this assistance lS requeslBd.
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,.GREEMENT by APPLICANT ( EM 6IR)

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

use/publisn/put-up/ieproduce my name, address, photo & details of the 'purpose', lor which such assistance is requested/granted, through any

meOium, inciuding buf not limited to verbal, print. electronic. for soliciting donations for Koshika Foundation and/or disseminaling information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundalion before or after my keatmont or fulfilment of the'purpose"

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose', for which such assistanc€ is roquested/granted,

witt not automaticatty eniitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistancs will rest 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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By affixing hereunder, stgnature of our Authorised Signatory tor recommending this case/patienl for financial assistance from Koshika Foundation. we

(Hosprlal) hereby alfrrm E accepl followrng:
i) it lt *6 n"itft"r rr" presentlynor will in-fulure 6vail ol financial assislance from another NGO or any other source, for the same patienucase, as we are

|.Jqresting to get from Koshik; Foundation, to the extent that such assislance is granted by Koshika Foundation. lflhe requested assistanc€ is not granted

ty ioiniE io"unO"tion, in part or in full, then the Hospital reserv€s it's right to make up tho shortfall from another NGO or any other source. This

c6nfiimation essentiatty st;tes that the Hospital will not avail any duplicat6 assistranc€ for ths same patierucase from any olh8r NGO or any othsr source.

iilhe assistance trom Koshika Foundation is only financial in nalure. The choic€ of the treatmenvprocedrrre advised/clnducted by the Hospital on lhe

,;tie;t, is based on the arrangement between the patient & the Hospital, and is in no way influencsd by Koshika Foundation Hence, the Hospitalwill

issume sole & comptete resinsibitity of the trealment & il's outcom€ & safety of the patient, and Koshika Foundation will have no role or responsibility
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