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DECLARATTOT{ by AppLtCAt{I qrt(6 !m liqlll !-{:
1) I h€Ieby confrm lhat all detialls in this Form are True to the best o, my knowbdge. Any tals€ statemont will rerdor my Applk ation & ongolng asshtanca, if any,

liable f or rejecliorvcancellation.
2) I solemnly clnlirm that assistance, if received ftom Koshika Foundation, will be used only for the 'pur!ose', as staH in this Form. for which such assistance
was requested by me
3) I hereby clnfirm that I have not & will not in futpre. avail ol reimbursemenl, in pad or in full, from any olher source/employer/insurance cornp€ny, o, the amount
lor which this assistance rs requested
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,.GREEMENT by APPLICANT ( mt 6,m)

1) By affixing my signature cr thumb impression on this Form, I iApplicant) hereby agree E authorise Koshika Foundatlon and lt's Trust€os to
use/publish/put-up,lreproduce my name, address, photo & detalls of lhe 'purpose", for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminoting info.mation about it's
activities/achievemenls. Such use ol my photo & delails can be made by Koshika Foundation belore or after my trealment or fulfilment of the 'purposs"
for whiih assistance is being requesled.
2) I (Applicanl) furlher agree thal any such use ot my name, address, pholo & details ofthe'purpose'. for which such assistance is requested/granled.
will not automatic'ally entitle me for receiving or continuing the said assistance. The decision tor granling and/or continuing lhe ossistanc€ will rest solely
with the Trustees of Koshika Foundation, and their decision is this rBgard will be linal and acceptable to mo.
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AGREEMENT by HOSPITAL (TeiTfl lIfl q'{R)

By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hosprtal) hereby affirm E accept lollowing:
1) lhat we neither ere presenlly nor will in future avail of financial assistance from another NGO or any other source. for the sam€ patisnucaso, as we are
requesting to get fiom Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation. in part or in full, lhen the Hospital resgrv€s it's right to make up th6 shortfall ,rom another NGO or any oth€r source. This
confirmation essentially stales that the Hospital will not avail any duplicate assislance for th6 same patient/case lrom any other NGO or 8ny other source.
2)The assistance from Koshaka Foundation is only financial in nature. The choice of the keatrnent/proc€dure advised/clnducted by the Hospitalon the
patient, is based on lhe arangement between th€ patient & tho Hospital, and is in no ryay influenced by Koshika Foundation. Hence, tho Hospitalwill
assume sole & complete responsibility of the treatment & it s outclme & safety of the palient, and Koshika Foundation will hav6 no role or responsibilily
in the matter.
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