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DECLARAnOiI by APPLICANT: rsrkr Bm dqqr qr:

'l ) I hereby confm that 8ll delalls in lhis Form are True to the b€st of my knowledge. Any fals€ statsment will rsnder my Applicalioo & ongoing assislanca, if any,
liable lor rcjectiory'canc€llation.

2) I solemnly confirm that *sisEnce, if recrlv€d from Koshika Foundation, will be used only 6cr the 'purpose', as stated in this Form, for whlci sudl assisianca
was requested by me. t
3) I hereby confim that I have not & willnot in future, availof reimbuEement, in parl or in full, from any other source/employer/insuranc! company, o, th8 amount
for whict this assistance rs requested.
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,,GREEI',ENT by APPLICANT ( 3r+{6 BRI 6{R)

1) By afflxing my signature or thurnb impression on thas Form, I iApplicant) hereby agree & authorise Koshika Foundation and ifs Trustees to

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

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaiing information about it's

activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or after my keatment or fulfilmeht of the 'purposs'

foa which assistance is being requ€sted.
2) I (Applicant) further agree that any such use of my name. address, photo & d€tails ol the 'purposg-, for which such assistance is requested/granted,

will not automatically entitle me fo. receiving or continuing the said assistance. The decision tor granling and/or continuing the assistanc€ will rest solely

with the Trust€es of Koshika Foundation, and their decision is this .egard will be final and acceptabls to me.
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By afiixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hosprtal) hereby affrm & accept following:
iyttrit we neittrer are presen ynor wili in-futurc avail of tinancial assistance from another NGO or any other source, for thg same patienucase. as we are

rdquesting to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

Oykoit,ii"a fo"unaaflon, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any othar source. This

i6nfiimation essentialy st;t6s that the Hospital will not avail any duplicaie assistance for tho same patienucase lrom any other NGO or any othe. sourc€

ilitr" 
""itsrance 

troni Koshika Foundation is onty financial in ;atu;. The choic€ ol the keatmenuprocedure advised/conducted by the Hospital on lhe

pltienf, i" O"iuA on tf," arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. H€nce, the Hospilalwlll
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resp;nsibility of tho treatment & it's outcome & safety of th€ patient, and Koshika Foundation will have no role or rosponsibility

in lhe matter.
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