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DECllRAItot{ by APPLTCANT: !cri(q; !m dcqr yr:

'l ) I hereby confirm thal all delails in this Form are True to lhe best o, my kno,aMge. Any talse slateftent will render my Application & ongoing asslstanG. if an,
liable f or rejection/cancellation.

2) I solemnly ;onfrm het assisbnce, if received lrom Koshika Foundation, will be used only for tho 'purpose", as statod in this Form, for whlch such assistance

was requested by me.
3) I hereby confirm lhat I have not & willnot in future. availof reimbuEement, in part or in full, from any other sourc€/employer/insu.ance company, of the amount

lor which thrs assistance is requested.
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,.cREEMENT by APPLICANT ( Em 6m)

1)By afixing my signature or thumb impression on this Form, I iApplicant) 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 assislance is .equested/granted. through any

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

activitieJachievemenls. Such use of my photo & details can be mad€ by Koshika Foundation betore or after my treatmgnt or fulrilment ol the 'purpos6"

for which assistance is being r€questsd.
2) I (Applicant) lurther agree that any such use ol my name, address, photo & detaits of the "purpos€', for which such assistance is roquestsd/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistrance will rest solely

with the Trustees of Koshika Foundation, and their decision is this rogard will be finsl and acceptabl€ to mo.
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By affixing hercunder, signature of our Authorised Signatory for recommending lhis case/patienl for financial assistance from Koshika Foundation we

(Hospital) hereby affirm & accept following:
i;tnit we neimjr are presentty nor will in-future avail of financial assistance from another NGO or any other source, for the sam€ patienucase, as lve are

r;questing lo get from'Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Uy'Koshilia Fo-undation. in part or i full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This

c6nfirmation essentially sdtes that the Hospital will not avail any duplicate assistanco for the same patienucasa from any other NGO or any olh6r source.

i1 The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

p;tient, is based on the anangement betwoen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

lisr-rme sote & complete resp;nsibility of the trealment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matler.
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