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DECLARATIO by APPLICA]{I: qrkr lRr dqi[ vd:

1) I hereby confirm that alldetails in this Form are True to the best of my knowledge. Any talse slatement will render my Application & ongoing asslstance. il any,

liable for rejectjon/cancellation.
2) I solemnu;nfirm that assistance, if r€ceived from Koshika Foundation, will bo used only for the 'purpose'..as statod in fis Form, for whlch such a8sistance

was requested by me
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,,GREEMENT by APPLICANT ( Bm 6tr{)

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

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

medium, inciuding bul not limiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achieve;enls. Such use of my photo & details can be made by Koshika Foundation before or after my treatmEnt or fulfilmsnt of the 'purpose"

for which assistance is bEing requ€sted.
2) I (Appticant) further agres that any such use of my name, address. photo & details ol the 'purpose', for which such assislance is requested/grant9d'

witt noi automaticatty enii e me for receiving or continuing the said assistance. Th€ decision lor granting and/or continuing the assistancs will resl sol€ly

with lhe Trustees ol Koshika Foundation, and their decision is this regard will be finsl and accsptable to m6.
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By affrxing hereunder, signature of our Authorised Signatory for recommendang this case/patient for tinancial assistance from Koshika Foundation, we
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(Hospital) hereby afiirm & accept followingl
i)ifrlt w6 neitfrJr are presentlynor will injuture avail of financial assistance from another NGO or any other source, for the same patient/case, as we are

r;questing to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requesled assistance is not granted

Uy kosniti fo-unOalion, in part or in full, then lhe Hospital reserves it's right to make up the shortfall from another NGO or any othsr source. This

6nfiimation essentially st;tes that the Hospital will n;t avail any duplicaie assisianc€ for the sams patient/case trom any other NGO or 8ny other source.

2jThe assistance frorn Koshika Foundation is only financial in nature. The c:lloice ofthe treattnenuprocedlre advised/clnducted by the Hospitalon the

p;tient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundalon. Hence. the Hospita! will

assume sole & comptete resp;nsibility of the treatmenl & it's outcome & salety of the patient. and Koshika Foundation will hove no role or responsibility

in the matter.
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