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DECLARATION byAPPLICANT: qri<6 ERI dqql q-,:

1) I hereby confrm that all details in his Fo.m are True to the best of my knowledg€. Any fatse statement wil render my Apptication & ongoing assistanc€, lf any,
liable for rejection/cancellation.

2) I solemnly confirm that assistanc€, if received from Koshika Foundation, willbe us6d only for the'purpose', as stated in this Forn, for whidt such assistance
was requested by m€.
3) I hereby confirm that I have not & will not in futule, avail of reimbursement, in oarl or in full, from any other source/employer/insurance company, orfie amount
for whrch this assislancs is requested
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,.GREEMENT by APPLICAI{T ( lr(I 6m)
'1) By afflxing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundalton and it,s Trustoss to
use/publish/put-up/reproduce my name, address, photo & details ol the 'purpose', for which such assistance ls requesled/granted, through any
medium, including bul not limiled lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information aboul it,s
aclivities/achievements. Such use of my photo & delails can be made by Koshlka Foundation bElore or afler my treaunent or fumlment of the .pu.pos€"
for which assistance is being rgqlested.
2) I (Applicant) furlher ag.ee that any such use of my name, address, photo & d€tails of th€ "purpose'. for which such assistanca is request6d/grantsd.
will not automatically entitle mo for receiving or continuing the said assistance. The decision for granting and/or continuing the sssistanco will r;st solely
with the Trustees of Koshika Foundalion, aad their decisaon is this r€gard will be final and acc€ptablo to me.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundaton, we
(Hosprtal) hereby atffim E accept followrng:
'1) that we neither are presently nor will in futuae avail of financial assistance froh anolher NGO or any other source, for lhe same pationucase, as we are
requesting to get from Koshika Foundation, to lhe extent thal such assistance is granted by Koshika Foundation. lf th€ roquested assistance is not granted
by Koshika Foundation, in part or in full, then th6 Hospital reserves it's right to make up lh€ shortfall from anoth€r NGo or any other source. This
confirmation essentially siates that the Hospital willnol avail any duplicats asslstance for the same patisnucase from any other NGO or any olhgr source.
2) The assistance lrom Koshika Foundation is only financial in nature. The choice of th€ treatmenuprocedure advised/co'noucteO Uy ttre xoipitaion itra
patient, is based on the anangement between th€ patient & the Hospital, and is in no way influencad by Koshika Foundation. H€nie. the Hospital will
assume sole & complete responsibilily of the treatmenl & it's outcome & safety ottho p8tient, and Koshika Foundation will have no rol€ or rosponsibilily
in the matter.
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