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DECLARAIoT{ by APPUCAiIT rcr+(6 lI tic![ T{:

1) I hereby confirm lhat all delalls in this Form are True to lhe best of my knowledge. Any false statement will render my Application & ongolng assistance. lf any,

liable tor rejectorrcancellation.
2) I solemnly confirm that assistan@, if received from Koshika Foundation, will be used only for the'purpose'. as stated in this Form. for which such assistance

was requested by me.
3) I hereby confirm that I have not & will not in future, avarl of reimbursemenl, in part or in full, from any other source/employer/insurance slmpany. ol the amount

for whidt lhis assistance ts requested.

l){dqql{rdrtf.6vqlTFqifriTAr{fuq{qttqrl-6rt+qFrrrdqc{dtr qR +ti frqot qd 6qi qra rrll qrflInl +trtlarfnttdqmr0tr
2) it Brq nl {tr{dr rrRr "qtfttql wreq?', t dqr rr1 t, rr+r scqt'r 3d skq 61 $ + fu fcq qrtrtr, ql w lTsq { crt lra tr
3) d jE 6(ir tf6 fr{ e51q<r *Ew nfird,rtt, s{ ffir flRrt qlr*d nr*r ffi lrq skiFr+d6/tql 6q-{ {r nlftrltt rut{r* qEq il tflt

, GREEMENT by APPLICANT ( Rm 6(R)

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

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

medium, inctuding but not timited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

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

for which assistance is being requosted.

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

will not automalically entitle me for receiving or cutinuing the said assistance. The decision for granting snd/or continuing the assistanc! will rest solely

with the Trustees of Koshika Foundation, and their decision is lhis regard will be llnal and acceptable to m9.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for financial assistanc€ from Koshika Foundation, we

(Hospital) hereby attrrm & accept lollowing.
i) tnit wi neittrer are presenfly nor will inJuture avail of financial assistance from anothor NGO or any other source, for the same patienucase, as we are

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

by Koshik; Foirndation, in part or in full, then the Hospital reserves it's right to make up the shortfall from anolhsr NGO or any other sourc€ This

c6nfirmation essentially states that the Hospital will not avail any duplicats assistanc€ for the sams pationucase from any oth€r NGO or any other sourc€.

2)The assistance from Koshika Foundation is only financial in nature. The choice ofthe treatmenuprocedure advised/conducted by the Hospitalon the

p;tient, is based on the anangement between the patient & the Hospital, and is in no way inlluenced by Koshika Foundation. Honce, the Hospital will

issume sole E comptete resp;nsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matier.
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