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'l) I hereby con,irm that all details in this Form are True lo lhe besl ot my knowledge. Any lals€ stalemenl will rcnder my Applicati,cn E ongoing assisliance, it any,

liable for rejectiorrcancellation.

2) I solemnly confrm lhat assistance, if received from Koshika Foundation. will be used only fo. the 'purpose'. as stated in this Form. fo. which such assistanco

was requested by me

3) I hereby co,firm lhal I have not E witlnot in fulure, availof reimbuEement, in part or in full, from any olher source/employer/insurance company. of the amolnl

for which this assistance is requesled.
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oECLARATIO by APPL|CAI{T: qr+(r frfl dsqr qr:

AGREEMENT by APPLICANT ( 6r rm)

AGREEMENT by HOSPITAL (Eg H Em 6m)

By atlixrng trereuncter, signature of ourAuthorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:

i1 ttrit we neither are presently nor will in future avail of financial assistance trom another NGO or any gther source, lor the same patienvcase, as we aro

requestang to gel lrom Koshiki Foundalion, to the extent that such assistance is granted by Koshika Foundation, lflhe requesled assistance is not granted

by Koshik; Fo-undation, in part or in full, then the Hospital reserv€s il's right to make up the shortlall from another NGO or any other sourc6. This

c;nlirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienUcase from any olher NGO or 8ny olhe. sourco.

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

patient, is based on the arrangement between lhg patient & the Hospital, and is in no way inlluencsd by.Koshika ioundation. Hence, the Hospilalwill

Lssume sole & complete resinsibility of the treatment & it's outcome & safety of tho patient, and Koshika Foundation will have no role or responsibility

in the matter.
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l) By atlixing my slgnature or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

usc/publish/put-up/reproduce my name, address, photo & details of the 'purpose", for which such asslslance is requesled/granted, through any

medium, including bul not limited lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo E details can be made by Koshika Foundation before or after my lreatment or fulfilment of the "purpose'

Ior whrch assistance is beinq requesled

2) I (Applrcant) lurther agree lhat any such use of my name, address, photo & details of the 'purpose'. tor which such assislance is requested./granted,

wrl not automalica y entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

wrth lhe Truslees of Koshika Foundation. and their decislon is this regard will be final and actsptablE to me.
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