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DECLARATION by APPLICANTT rmi(d Ero 'ilcufl er:

1) I hereby confirm lhat all detarls rn thrs Form are True to the best o, my knowledge Any talse statement wll render my ApphcatDn & ongoing assjstanc€, it any,

liable for rejection/c€nc€llal,on.

2) I solemnly conlirm that assistance. if received lrom Koshika Foundation will be used only for th€ "purpose', as stated in this Form. for Mrich such assistanca

was requesled bi me.

3)l her;by cgnfirm hat I havs nol & will not in future, avail ol reimbursement, in pad or in lull, lrom any other source/employ€r/insurance company, gfthe smouot

for which this assistanca is roquastod.
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AGREEMENT byAPPLICANT ( ofiirs 610 6(r.)

By affixing hereunder' signature of our Authorised signatory lor recommending this case/patienl for financial aEsistance from Koshika Foundation' we

(Hospital)her€by atfirm E accepl fo{lowrng:

iy that we neltfrdr are pres€nly nar will tn future avail ol financial assistance from another NGO or any olher source, for the same patisnucase, as w€ arg

r;questing to get from Koshrka Foundation. to the exlenl lhat such assistance is granted by Koshika Foundation. lf the requested assistsnce is not granted

by Koshik; Fo-undation, rn parl or rn Iull. then the Hosprtal reserves rl s ghl lo make up the shortlall from anolher NGO or any olher source. This

c;nfirmalton essenlally st;tes thal the Hosprtal wdl nol avarl any duplrcale assistanqe lor the same patienl/case lrom any other NGO or any olher source

2) The assistance from Kosh ka Foundatron rs only t nancral rn natLre The chorce ol the treatmenUprocedure advlSed/conducted by the Hospital on lhe

patrent, is based on the arangement between the patrent E lhe Hosprtal, and rs in no nay nfluenced by Koshaka Foundalion. Hence, the Hospital will

assume sole & completo rgsp;nsrbiltty of the lraatm€nl & it's outcome E safely ot lhe patient. and Koshika Foundation will have no lole or responsibility

in the matler.
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SlGt{ATURE of TRUSTEE 2
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SIGNATURE of TRUSTEE 1
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.t) 
By atfixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and il s Trusloes to

use/publish/pufup/reproduce my name, address, photo & details ol the'purpose", for which such assistanca is requested/granled, through any

m€dium, including but not timited to vgrbal, prinl, electronic, for soliciling donations for Koshika Foundalion and/or disseminating informatlon about it's

activities/achievemenls. Such use ol my photo & details can be made by Koshika Foundation befole or atter my treatment or lulfilmenl of lhe "purpose'

for which assrstance is berng requesled

2) I (Appticant) furlher agree thal any such use ol my name add.ess. pholo a delails of lhe "purpose" lor which such assistance is requested/granted,

will n(,t automattcally enti e me tor receiving or conlinurng the said assrstance. The dgcision for granting and/or continuing the assistance will rest solgly

with the Trustees of Koshrka Foundalron. and therr decis on is lhis regard will be tinal and acceplablg lo me
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