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OECLARATIOiI by APPUCAII qrd<r tm qiqq rr:
1)l hereby confim hal alldetai,s in thls Form are True to the best of my knowledge. Any false statementwill render myApplication & ongoing assistance, if any,

liable for rsjecliory'canc€llation.
2) I solemnly irnitrm th6t assistance. if rsceived ftom lGshiko Foundation, will be used only for the 'purpos€', as stated in this Form. ior which such assistanca
was requested by me.
3) I hereby confinn hat I have nol & will not in future, avail ot rBimburs€ment, in pa.t ot in full, fro any other source/employer/insurance clmpany, of th€ a

for which this assistance is requested-
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AGREEM by APPLICANT ( Em 6tr{)

1) By afllxing my signature or thurnb impression on this Form, I (Applicant) hereby agroe & authorise Koshika Foundalon and it's Trustees to

use/Dubtish/put-up/reproduce my name, address. photo & details ot lhe 'purpose', for which such assistance is r€quested./granted, through any

medium, including but not limited to verbal, print, electronic, for sollcitjog donations tor Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshlka Foundation bgtoro or afrer my treatment or fumhent ot the 'purpose"

for which assistance is bsing requestsd.
2) I (Applicant) fudher agree that any such use ot my name, address. photo & details or lhe 'purpo8€', for whici such assistance is requested/granted,

wi not automatically entitle me for rgceiving or continuing the said assistance. The decision loI granting and/or continuing the assistance will resl solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptabl€ to me.
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By affixing hereunder, signature of our Authorised Signatory tor recommending this case/patient lor financial assistanc€ from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1)that we neither aro presently nor will in future availot financial assistance from another NGO or any other source. for the same patienucase, as we are
requesting to get from Koshika Foundation, to the extent that such assislance is granted by Koshiks Foundation. lf the requested assislance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to makg up ttto shortfall from anolhgr NGO or any other source. This
confirmation essgntially stat€s thal thB Hospital will not avall any dupllcatB asslstanc€ tor ths ssme pati€nt/caso from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenup.ocedure advisedi conducted by tho Hospital on the
oatient, is based on th6 anang€msnt b€twoon th6 pationt & the Hospital, and is in no rvay inf,ugncad by Koshika Foundation. H€nce, th€ Hospitalwill
assume sole & complGte responsibility of the treatment & il's outcome & salety ofth6 patienl, 8nd Koshika Fouodstion will have no role or rBsponsibility
rn the matter.
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