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DECI-ARATION by APPL|CA'{T: qri<tr fi s}qqr rrr:

'1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will rgnder my Application E ongoing assistance, i, any.

liable lor rejectiorrcancellation.
2) I solgmnly mnfrm that assistancs, if received from Koshika Foundation, willbe usod only for the "purpose', as stat€d in this Form, tor whid! guch assktsn@

was requested by me.
i'iifr",irUi"."n- ttr"t I have not & wlll not in future, avail of roimbursemBnt, in pad or in full, from any oh€r source/€mploy€/insurance company, of tho amount

for which this assistanc€ is requested.
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AGREEilIEIT by APPLICANT ( !Er*<* fl 6m)

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

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

medlum, inciuding but not limited to verbal, print, electronic, lor soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

activities/achieve;enb. Such use of my photo & details can be made by Koshika Foundation betore or anEr my treatment or fulfilmsnt oftho'purpos€'

for which assistance is being requested

2) I (Appticant) further agreJthaiany such use of my name, address, photo & details oI th€'purpose", for which such assislance is requosted/granted,

will noi automafically entile me for receiving or continuing the said assistance. The decision tor granting and/or continuing the assistiance will rest solely

with the Trustees ol Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEIilENT bY HOSPITAL (rgldlq !r( 6{R)

By aftixing hereunder, signatu.e of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby aflirm E acc€pt following:
iiinlt 

"6 ""iitr,i, "|'" 
presen ynor wrtt in-future avail ot financial assistance from another NGO or any olher source,lor the same patienucase, as we are

rdqueSing to get trom'Xoshik; Foundation, to the extent that such assistance is granted by Koshika Foundation lflhe request€d assistanca is not granted

U-y-io"nif'" fo"unO"tion, in part or in full, then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any other 6ource This

c6nRrmalion essentiatty st;tes that the Hospital will n;t avail any duplicaae assistance for the same patienucase from any other NGO or any other source.
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"ssetance 

t|'oniKoshika Foundatio; is only financial in nalure. The choice of the keatmenvprocedlre advis€d/conducted by tho Hospital on the

p;hntJs b;sed on the arrangement between thspatient & the Hospital, and is in no way influenced by.Koshika Foundalion. Hence, the Hospital will

iirr.i iol" a 
"orpf"te 

resp;nsibitity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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