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DECLARATIO by APP|ICA T: qri(6'Er0 dcql !-{r

'I ) I hereby confirm that all delails in 0 s Form are True to the best ot my knowledge. Any false stialement will render my ApplicaUon & ongoing assislance, it any,

liable for rejecliory'cancellation.
Zt iiofernfy ipnnr- tf,at assistance, if received trom Koshika Foundation. willbe used only for the'purpose', as stated in thls Fom. for which suc-lt assistance

was requested by me
5iif'",tOy 
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tf,a f have nol & will not in future, avail of reimbursement, in part or an full, lrorn any other source/employer/insurance cornp€ny, of the amount

for which ihis assistanc€ is requested.

rltsiqqsrrdrtffiysyrsrtRi,riqdfi*rq+tql1sr0+caEnr<q<16*r fi at fsq{q qc 6q'{ qrs qrqr qrdl t d +t {rIctil fta ql cl (li0 i
2) ti B( q] sEIq' {fu ,dtrfl srrt{R,, d d qr d t, y(6r scql,r Es vkq d $ + m f6qr qrt4l, ql !q lr|iq { c{r ,rql tr

l) I Sft 6,rdl f ftf* wrwrfu*r*< ol 'I{t, rE rft cIRr6 ql q6n tRlffi q-a dnFr+c6rfu 6q-{ { r ai frqI t dRld cfrq il tlt
,.GREEMENT by APPLICANT ( sn+{6 Em 6{R)

'l) By afilxing my signature or thumb impression on this Form, I I

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

medium, includinq but not limited to verbal, print, electronic, for

activities/achievements. Such use ot my photo & details can bo

for which assistance is being requested.

2) I (Applicant) further agree that any such use 0f my name, address, photo & details ol the 'purpose", for which such assistanc€ is roquestsd/granted,
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me for receiving or continuing the said assistance. The decision for granting and/or continuing the sssistancs will rest solgly

with the Trustees ol Koshika Foundation, and their decision is this rsgard will be llnal and accoptable to mo.
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By affixing hereunder, signalure ofourAuthorisedsignatoryforrecommendingthiscase/patientforfinancialassistanceflomKoshikaFoundation,we
(Hospital) hereby affirm & accePi following
1)that we neither are presently nor wil lin luture avail of financial assistance from another NGO or any other source, for the same patienucase. as we are

requesling lo get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any othor source. This

confi rmation essentiallY states that the Hospita I will not avail any duplicate assistancs for the same Pati enucaso frcm any other NGO or any other source

The assrstance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Bospital on the

patienl , is based on the arrangement betw€en the pati€nt & the Hospital. and is in no way influenced by Koshika Foundalion Hen ce, the Hospital will

assume sole & complete responsibility of the treatment & il's outcome & safaty ot the patient, and Koshika Foundation will hav6 no role or responsibility

Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of the'purpose". for which such assislance is requested/granted, through any

soliciting donations for Koshika Foundalion and/or disseminating information about it's

made by Koshika Foundalion before or after my treatment or fulfitment of the 'purpose"
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