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DECLARATION byAPPLICAiIT: e{Fr<6 fi{ *c!]I rt=rl

1) I hereby confirm lhat all dotails in this Form are True lo the best of my knowledge. Any talse statement wttl render myApplicaton & ongolng ssslstance, if any,
liable ror relectiory'cancellatjon.

2) I solgmnly confim lhat assistance, if received from Koshika Foundation, Mll bo used only fo. the 'purpose', as stated ln this Form, for wht h such asslstanca
[,as rEquested by me.

3) I hBreby confirm lhat I hav8 not & will not in future, avail of reimbursement, in part or in full, from any othor sourca/employer/insu.anc€ company, ot tho

,or whidr this assistanca is r€quested.
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AGREEMENT bY AP CANT (icri$ Em 6m)

.t) 
By afixing my signature or thumb impression on this Form, I (Appllcant) hereby agree & authorise Koshika FoundEtion and it's Ttuste€s to

use/publish/put-up/reproduoe my name, address, photo & details of the 'purpose', for which such assistance is requested/grant€d, through any

modium, including but nol limited to verbal, print, etectronic, for soliciting donations for Koshika Foundation and/or disseminating lnlormatlon aboul lt's

activlties/achievemenls. Such use of my photo & details cao be made by Koshika Foundation bqfore or after my treatment or fulfilm€nt orthe'pulpo3s'

for which assistance is berng requested.

2) I (Applicanl) lurther agree that any such use of my name, address, photo & details of the'purPose', lor which such assistance ls rBquested,lgraniad,

will ;ot automatically entitle me for receiving or continuing the said asslslance. The decision for granting and/or contlnuing the asslstanG wlll rBd solely

wlth the Trustees of Koshika Foundation, and thelr declsion ls thls regard will be flnal and acceptable to me.
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AGREEMENT bY HOSPITAL (6FTdE E{ 6'{R)

By affxing hereunder, signalure of ourAuthorised Signatory for recommendlng this case/patient lorflnanclal assistance from Koshlka Foundadon, wB

(Hospital) hereby affrm & accept foliowing:

i I ttrit w6 neitrdr are presen y nor wilt in-future avail of financial assistance from another NGO or any other source, for the same pa0snucasa, g3 we ar6 
.

rdquesting to get irom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf qe request6d assislancoisrot grantod

bykoshik-a Fo-undation, in part or in iull. then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. Thls

confirmation essentially stdtes that the Hospitatwill n6t avail any duplicaie assistance for tho same patienucase from any other NGO or 8ny oilol source.

2)The assistance frord Koshika Foundation is only financial ln ialure. The choice of ths feafnenvprocedlre advised/conducted by tho Ho€dtalon lhs

piuent, is based on the arrangement between the patient & the Hospital, and is in no way influencei by.Koshika foundatlon. Hencs,lhs HdsPilalwlll-

issumi sole & complete tesp;nslbllity of the treatment & lt's oulcome & safety ofthe patlent, 8nd Koshlka Foundatlon wlll havo no role or tesponslblllty

in lhe mattEr.
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