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DECLARATIOT{ by APPL|CAI{T: qr+(6 !m qiqqt qx:

1 ) I hsreby confrm thal all details in his Form are True to the best of my knowledge. Any false statement will render my Applicatioh & ongolng asslstance, if any,
liabl€ for rejecliorrcancellation.

2) I solemnly confrrm that assistance, if receiv€d trom Koshika Foundation, will b€ used only for the 'purpose', as stated in thls Form, for which sudt assistanc€

was requested bY me.
3) I hereby confirm that I have not & wili not in future, avail of reimbursement, in part or in full, from any other sour@/employer/insurance company, ol the amount
for which this assislance is requested
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,.cREEirENT by APPLICANT ( zRr 6{r{)

1) By afflxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustoss to

usei publish/put-up/reproduce my name, address, photo & details of the 'purpose", for which such assistance ls requested,/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciling donations for Koshika Foundation and/or disseminating inlormation about it's

activiiies/achievemonts. Such use of my photo & delails can be made by Koshika Foundation before or aftsr my trgatment or fullilment of the 'purpose'

for which assistance is being requesled.
2) I (Applicant) fudhe. agree that any such use of my name, address, photo & dstails of lhs "purposs", for which such assistance is requestod/grantsd,

wil not automatically entitle me for recsiving or continuing the said assistance. The decision for granling and/or continuing the assistanc€ will rqst solely

with the Trustess of Koshika Foundation, and their decision is this regard will be tinal and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient lor fihancial assistance from Koshika Foundation, we

(Hosprtal) hereby affrrm & accepl following:
i; ttrit we neittrer are presentty nor will in luture avail of flnancial assistance Irom another NGO or any other sourc€, for the same patienucase. as we are

requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lllhe roquested assistance is not granted

by koshik; Fo--undation, in part or in full, then the Hospital reserves it! right to make up the shortfall lrom another NGO ol any other sourc€. This

c6nfirmation essentially sdtes that the Hospital will not avail any duplicat€ assislanco for the same patienucase lrom any other NGO or any olher sourca.

ii The assistance from Koshika Foundation is only financial in nalure. The chok;e of the treatmenuprocedure advised/conduct€d by the Hospital on the

pltiont, is baseO on the arrangement between thepatient & the Hospital, and is in no way influonced by Koshika Foundation. H€nce. tho Hospitalwill

assume sole & complete resp;nsibility of the treatment & it's oulcome & safety ofthg palient, and Kcshiks Foundation will have no rolg or responsibility

in the matter.
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