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OECLARATIoII by APPLICANT: 3r*(6 Bm lrEroII qr:

1) I h€reby contirm that all details rn thrs Form are True lo the best ol my knowledge Any false statement will render my Application & ongoing assistance, at any,

liable f or relection/cancellaton.

2)l sol€mnly confirm that assistanca, if received from Koshika Foundatron, will be us€d only for tho "purPose'. as stated in this Fo.m. for which such essislianca

was requestd by me.

3) I her;by conlirm that I havg not & will not in luture. avail of reimbursoment, in parl or in full, from any other sourc€/employer/insurance company, of th€ amount

tor which tl s assistanc€ is requsstgd.
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AGREEMENT by APPLICANT ( ir+(6 6r( 6(r{)

1) By amxing my signalure or thumb impression on lhrs Form. I (Applicanl) hereby agree & aulhorise Koshika Foundation and it s Trus{6.s to

use/publirh/put-up/reproduce my name, address, photo & detarls of the 'purpose", tor which such assistance as requestsd/granted, through any

medium, inctuding but nol timited to verbai. print, electronic, tor soliciling donatlons lor Koshlka Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can b€ made by Koshika Foundalaon belore or afler my treatment or fulfilment of the'purpose'

for whrch assislance as betng requesled

2) I (Apptrcant) further agree that any such use of my name, address. pholo & detarls ol the'purpose . {or which such assistance is requgsled/granted,

wilt n(rl automatically enli 6 me for receiving or contin!rng the said assrstance Tho decision for granting and/or continuing Ihe assistance will rest solely

with lhe Trusloes of Koshrka Foundation. and therr decrsron is lhis regard wilt be llnal and acc€plabl€ to me
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AGREEMENT by HOSPITAL (Tg i IM 6lR)

By alfixing hereunder, signature ol ourAuthorised Signatory lor recommending this case/patient lor frnancial assistance frgm Koshika Foundation. we

tHospital) hereby sffrm E accept lollorving:

i; tnat wi nertner are presen(y nor wrll inluture avail ol financaal assistance from another NGO or any other source. lor the same patient/cas€, as wg arq 
.

r;questing to ggt from Koshik; Foundation, to the extent lhal such assrslance is granted by Koshika foundation. l, the requested assistance is not granted

b/Koshik-a Fo-undation, ln pa or in Iull. rhen the Hosprlal reserves lt's rrght to make up lhe shorlfall from anoth€r NGo or any oth6r source This

conftrmalion essentially st;tes lhal the Hosprtal wrll not avarl any duplrcate assistance tor lhe same palient/case fiom any other NGO or any other Sourca.

2) The assistance from Koshrka Foundalron rs only inancral rn nature The chorce ol the lreatmenuprocedure advised/conducled by the Hospital on the

lltrent, is taseO on tne arrangement between thepatrenl & lhe Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospilal will

liir.i iof" C.o.pf"te resp;nsibility of the treatment & its outcome & safety ol lhe patrent, and Koshika Foundation will have no role or responsibility

in the matler.
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