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DEcLARATIot'l by APPLICAIIT: ard<{' Em dcql {i:
1) I hereby mnirm lhat all details in U s Form are True to the bssl of my knowledg€. Any false stalement will rendsr my Appllcation & ongoing assistanc€, if any,

liable for rejectiorrcancellation.
Z) iiotemnry lonnrm ttrat assistrance, il received Irom Koshika Foundation, willbe used only for the "purpose', as stated in this Form, for which such assislance

was requested by me
iiif,",tOy 
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tna f have not & will not in fulure, availof rcimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which ihis assistance is requested.
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T,GREEMENT bY PLICANT ( { 6m)

1) By afilxing my signature or thumb impression on lhis Form, I iApplicant) hereby agree & authoriso Koshika Foundation and it's Trustees to

use/publisnftut-upheproduce my name, address. photo & details ofthe'purpose', for which such assistance is roquestod/granted, through any

medium, inciuding but not timiled to verbat, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundation before or aftEr my trsatment or fullilment ot the 'purpose'

for which assistance is being requested.

2r l (Applicant) further agree-thaiany such use of my name. address, photo & detalls of the'purpose", for which such assistance is requested/grantgd,

witt noi autoriticatty enii e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assislancl will rBst solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and acceptabla to mo.

l) $ yca c{ qci 11 cTr qr ri,rd a1 ac q,nfi, fi (qri<a) qrfi srqtr 61 gE TfdI tq{ '6iftt6l .Erdinr dR EF+ ?rqlcl ' ei ofti cnn {f* io rn'

qar, fia qk ql tc.c(q Fs yq7 { ctfird t, 3+'aiFltFl' qql qs, {q, qrq-ivql $i 3*Yq t va ffifrfrd id{ rcefud + H t'S S csT{ rI{q

t csrft( 6{i * frc qfrTd tr li Yc? 6I frc{q ii rorq * crd qI T< I 6t+ * frq'?6ifrEl Ersts{" c 4s qtrt'd tr

2) t (iflr+<€) rs qn t vfi( tf6 t{ rn, rm, q}d qt frq{"r qi f6 {fiq + qird t ntla t in m: *,rnrifl 6I FE<F rfi rFliflr wqdq{
'oifrmr" qs{ <rd anfisq} 6l flliq ffiq Cn atwor0 rtqt

By aflixing hereunder signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby aflirm & accept following
1)that we neither are presenlly nor will in fu lure avail of financial assislance hom another NGO or any other source, Ior the same patienucase, as we are

rsquesting to gel lrom Koshika Foundation to the extent that such'assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundalion. in Part or in full. then tho Hospital reserves it's right to make up the shorlfall from another NGO or any other source. This

confirmation essentially states that the Hospitalwill not avail any duplic€t8 assistanca for the same patient/case from any other NGo or 8ny other source

2) Ihe assistance from Koshika Foundation is only financial an nature. The choice of the treatmenuprocedure advised/cond ucted by the Hospital on the

patient, is based on the anange ment betwoen the patient & the Hospital, and is in no way influenced bY Koshika Foundation. Hence. the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & safety of lhe patient, and Koshi ka Foundaiion will have no role or responsibility

in the matter.
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