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DECLARATIOT{ by APPLICAI{T: 3{Ri(tr tm EFl![ ]l:{:

1) I hereby conrl.m that all detarls rn lhrs Form are True to lhe best ol my knowledge Any false statemenl wrll render my Applrcauon E ongoing assisiance, if any.

lrable lor reJection/canctllalron.

2) I solemnly confm thal assislance. if received lrom Koshika Foundat@n. will be used only for tho "purpose". as stated in this Form, for which such assistance

was requested bi me.

lit freriOy connr:m tnat I have nol & wl not in future, availof rgimbursement. in part or in full, from any olher source/employ€r/insurance company, ot the amount

for which this assistsnc6 is requesled.
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AGREEITIENT by HOSPITAL (rsffir !m 6{R)

By afiixing hereunder, signature ot our Authorised Signatory for recommending lhis case/palient ,or financial assistance from Koshika Foundalion, tYe

(Hospital) hereby affirm & accept lollowing:
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pr;sen y nor wrll in-future avait ol linancial assistanco from another NGO or any olher source, for the same patienucase, as w€ ara 
_

rJguestrng to get trom'Xoshik; Foundation to the exlent that such assistance is granted by Koshika Foundalron. lflhe requested assistance is not granted

Uy-foinil-a fo'unOation, ln part or In,!ll. then the Hosprtal reserves rl's nghl to make up lhe shortfall from another NGO or any oth€r sou.ce This

c6nfirmahon essentralty stales thal lhe Hosprlal will nol avail any dupllcaie asslstance Ior the same patienucase from any other NGO or any other source'

ijfne iss,stance tro, Koshrka Foundalron rs only frnancia rn nalure The chorce ol the treatmenvproced!re advised/conducted by the Hospital on the

pitient, ii tiseO on tn" arrangement between the patienl E the Hosprtal, and is in no way rnfluenced by Koshika Foundation. Hence, the Hospital will

!isume sote 6. complete resp;nsrbittty of the treatmenl & it s outcome E safety ol the pai€nt. and Koshika Foundalion wrll have no role or responsibility

in the matter
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1) By afixing my sigoaluro or thumb impression on this Form, I (Applicant) hereby agree & authorase Koshika Foundation and it s Trustees to

,r"tprUfisnf-puf-rptr"produce my name, address, photo & details 0l tha'purposo'. lor which such asgstance is requested/granted. th.ough any

medium, inciuding Uui not timited to ve.bal, print, electronic, for soliciting donations for Koshlka Foundation and/or disseminating inlormation about il's

activities/achiove;ents. Such use of my photo & details can be msde by Koshika Foundation before or after my treatment or fulfilmont ol th€ "purPose'

for which assistance ts being requested

2) l(Apptrcant) further agroe that any such use of my name address. pholo & dolails ol the "purpose" for which such assistanc€ is requested/granted,

w;ll ;ol airlomalically eniitle ms lor receiving oI conlinurng the said assrstance The decision lor granling and/or continuing lh€ assistance will rest solely

w(h the Truslees of Koshika Foundalron. and lhetr decisron is lhrs r€gard will D€ final and acceplable to ma
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