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DECLARATION by APPLICAXT: TiIi<6 EIiI dCqI !1:
1) I hereby conffrm lhat all details in this Form arc True to lhe best o, my knowiedge. Any false slatement will rende. my Applftrtion & oflgoing aselslance, if any,

liable for rejection/canc€llation.
2) I solemnly confrm that assistance, if rec€ived hom Koshika Foundation, will be used only for the 'pu.pose'. as stated in this Form, for which suct assbtance
was requested by me.
3) I hereby conlinn that I have not & will not in future, avail of reimbursement, in part or in lull, from any other source/employer/insurance company, of the amount
for which this assistancs is requested.
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,.GREEMENT by APPLICANT ( ERr 6m)

1) By affixing my signatlre or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtish/pulup/reproduce my name. address, photo & details ol lhe 'purpose', for which such assistanc! is requested/granted, through any

medium, including but not iimited to verbal, print, electronic, for soliciting donations for Koshika Foundatlon and/or disseminating information about il's

activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or atter my lreatmenl or lulfilment of the'purpose-

for which assistance is being requested-
2) I (Applicant) further alree that any such use of my name, address, photo & details of the 'purpose", for which such assistanco is roqusst8d/granted,

wi not automatically entitle me for receiving or continuing the said assistancs. The decision tor granting and/or clntinuing the assistanca will rest solely

with the Trustees of Koshika Foundalion, and their decision is this regard will b€ final and acceptable to mo.
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By affixing hereunder, signature of our Authorised Signatory for recommending thas case/patienl for financial assistance trom Koshika Foundation. we
(Hospilal) hereby atfirm & accept following:
1)tdt w; neith;r are presenlly nor will in future avail of financial assistance from anolher NGO or any other 3ource, for the same pationucaso, as we arc

requesting to get from Koshika Foundation, to the exlent that such assistance is granted by Koshika Foundation. lfthe requested assistan@ is not granted

by Koshik; Fo'undation, in part or in full, then the Hospital reserves it's right to make up the shortfall lrom anothor NGO or any oth6r sourc€ This

c;nfirmation essentially st;tes that the Hospital will not avail any duplicale assist8nc€ tor th€ sam€ pati€nucase from any other NGO or any otlter sourca-

2) The assistance lrom Koshika Foundation is only financial in nalure. The choics of the treatmenuprocedure advised/clnductsd by the Hospital on the
palient, ts based on the arrangement betwoen thspatient & the Hospilal. and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill

assume sote E comptete resp;ns'bility ol the treatment & it's outcome & sarety of the patient, and Koshiks Foundation will have no role or Esponsibility

in the matter.
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