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oEcLARAnOI by APPUCAI{T erirs !m iwfl vd:

1) I h€rgby conlim lhat all detalls ln this Form are True to ths b€st of my knorrledge. Any lals€ statem€nt will ralder my Applkaton & ongoing ssslslance, if any,
liablo lor rejecliory'cancelhtion.

2) I sol€mnly clnfirm that assistance, if received t om Koshika Foundation, will be used only for the 'purpos€', as stat€d in ftk Form, for whlct sud! assbEnce
was requested by me.
3) I hereby clnfirm thal I have nol & will not in future, availof reambuGement, in part or in full, ftom any other sourc€/employer/insurance company, ol the amount
for which this assistance rs requested.
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,,GREEMENT by APPLICANT (qr+{6 ERr 6{r{)

1) By affixing my signatu.e or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and il's Truste€s to
use/publish/put-up/reproduce my name, address. photo & details of the 'purpose", for which such assistance is requested/granted, through any
medium. including bul not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use oI my photo & details can be made by Koshika Foundation before or aftsr my treatment or fulfilmgnt of thE 'purposE"
for which assistance is being requssted.
2) I (Applicanl) turther agree that any.such use of my name. address. photo & details ol the'purposE . for which such assistancE is requssted/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assislance will rest solely
with the Trustees of Koshika Foundation, and their decision as this regard will be final and acceptablE to mo.
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AGREETTENT by HOSPITAL (Fsdrfl Bm 6{R)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

er4<c, t 65rm cr ird iFr ffln

By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, ws
(Hospital) hereby atfirm & accept followrng:
1)that we neither are presently nor will in future avail of financial assistance from anolher NGO or any othq source, for th€ sam€ patienucase. as we ara
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. ll the requested assistance is not granted
by Koshika Foundation. in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other sourc€. This
confirmation essentially states that the Hospital will not avail any duplicate assistance br ths samE patisnucas€ from any other NGO or any othor sourca.
2)The assistance from Koshika Foundation is only flnancial in nature. The choic€ ofthe lreatmenuproctdure advised/conducted by the Hospitalon the
patient, is based on the arrangement b€twBen the patient & the Hospital. and is in no way influenced by Koshika Foundation. HencB, tho Hospitsl will
assume sole & complete responsibility of tho troatmenl & it's outcome & safoty ofthe patient, and Koshika Foundation will have no role or .esponsibilily
in the matter.
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