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DECLARATION by APPLICANT: 3n+ff BIil stF,n Er:

1)l hereby confirm thal all detarls in thrs Form are True to lhe besl ol my knowledge. Any false statemenl will render myApplication & ongoing assistance, if any.

liable for rejectron/cance lalron.

2) I solomnly confirm that assistance, if receivod trom Koshika Foundation, will be used only for th6 "purpose". as stated in this Form. for which such assistance

was requested by me.

3) I hereby conllrm that I hav€ not & will not in future, avail of rBimbursement, in part or in tull, from any other source/€mploy€/insurance company. of the amount

for which this assistance is requ8sted.
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AGREEMENT by HOSPITAL (TqdTd ERI 6,!I)

By atlixing hereunder, signature of ourAulhorised Signalory lor recommending this case/patienl for financial assislance from Koshika Foundation, we

\Hosprtalt hereby aftirm & accept followrng:

1) thal we neither are presenlly nor will in future avail ol financial assistanco from anolher NGO or any olher source, for the samo patient/case, as we arB

requesting to got lrom Koshika Foundation to the extent lhal such assislance is granted by Koshika Foundalion lf lhe requested assistance is not granted

by Koshika Foundation, in pa( or in lull, lhe.r the Hospital reserves it's nght to make up lhe shortfall from another NGO or any other source. This

confirmatton essenttatty states that the Hospilal will not avail any duplcate assislance for lhe same patient/case from any other NGO or any other source.

2) The assistance lrom Koshrka Foundatron rs only frnancial n nature The choice ol the lrealmenuprocedure advised/conducled by lhe Hospital on the

patlent. is based on the arrangemenl between lhe patient & the Hospital, and ls in no way influenced by Koshika Foundation. Hence, lhe Hospital will

assume sole & complete respinsibility of the treatmenl & il s outcome & salety of lhe patient, and Koshika Foundation will have no rol€ or rBsponsibility

in the matter
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SIGNATURE of TRUSTEE 2
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qrs rmw r

't ) By aflixing my signalure or thumb impression on this Form. I (Applicanl) hereby agree & authorise Koshika Foundation and il s Trustees lo

use/pubtish/put-up/reproduce my name, address, pholo & details of lhe "purpose", for which such assistance is requested/granted, through any

medium, including but not timited to verbal, print, eleclronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or atler my keatment or fulfilment of the'purpose'

ior whrch assislance is being requested

2) l(Applicanl) f!rther agree thal any such use of my name, address, photo & dalails ol the "purpose' for which such assistance is r€quesl€d/granted,

will ncrl automatically enlitl€ me for receiving or conlin! ng the said assistance. The decision for grantrng and/or continuing lhe assistance will r€sl soiely

with the Trustees ol Koshika Fo!ndatron. and therr decrsron is lhis .egard will be final and acceplable to me
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