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OECLARATION by APPLICANT: 3n{<s; Ero qTl5ln Yi:

1) I hereby confirm thal all delarls in thrs Form are Trle to the besl ol my knowledge Any false stalement wrll render my AgphcatEn E ongoing assislance, if any,

|able for reiecton/c€nc€llation.

2) I solemnly confirm that assistance. if recaiv€d lrom Koshlka Foundalion. will b€ used only for tho 'purposg". as staled in this Form. for wtlich such assistan6

rvas requested bi me.

3) I her;by coofirm that lhavB nol & will not an future, availof rgimbursement. in part or in full, kom any other sourc€/employer/insurance company, gf lh€ amount

for which lhis Sssistsnc€ is requ€st€d.
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AGREE ENT by HOSPITAL (r{{dTd .TO 6(r{)

By atlixing hereunder. signature of our Authorised Signatory lor recommending lhis case/patient lor financial assistance lrom Koshika Foundation, we

(Hosprlal)hor8by atffm & accepl followrng.

1) that w€ nsathgr are presently nor wrll in future avail ol financial assistance lrom another NGO or any olher sourc€. for the same patient/cass, as we arg

r;queslang to get from Koshika Foundation. to the exlent thal such assrstance is granted by Koshika Foundation lt the raquosted assistance is not granted

by koshika Foundation. ro pan or in full, then lhe Hosprtal .eserves rl s nght to make up the shorlfall from another NGO or any other source. This

confirmalion €ssenlrally states that the Hosprlal wrll nol avall any duplicale assislance for lhe same pallenl/cas€ lrom any olher NGO or any olher sourca

2) The assistance from Koshrka Foundatron rs only Irnancral rn nal!.e The chorce of the treatmenUproc€dure advised/conducled by lhe Hospital on the

p;tient, is based on the arrangemenl between lhe patrent & the Hospilal, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

;ssume sol€ & compl€t€ r€sponsibility of the treatment & it's outcome & salely of the paliont, and Koshika Foundalion will have no role or responsibility

io the matter.
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1) gy aflixing my signature or thumb impression on this Form, I {Applicant) hereby agree A authorise Koshika Foundation and it s Truslees to

use/pubtistr/prJt-up/reproduce my name, address, photo & details ol the'purpose', for which such assistance is requested/granted, lh.ough any

medium, including bul not llmited to verbal, print. elect.onic, lor soliclting donations for Koshika Foundation and/or disseminating inlormation about it's

activities/achievements. Such use ol my photo & delails can be made by Koshika Foundation before or after my treatment or fultilment of the "purpose'

for whtch assistance rs berng requested

2) I (Applicant) furlh€r agree lhat any such use of firy name address, photo & details of the "purpose for which such assistance is request€d/glanted,

will nol automalrcaily gnti e me lor .eceiving or conlinurng the said assrstance. The decision for grantrng and/or conlinuing the assistance will ,ost solely

with lhe Trustoes ol Koshrka Founda0on. and therr decrsron is lhts r€gard veill be final and acceplable lo me
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