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DECLARATTON byAPPL|CANT: in+({, ERr q}qqr Vr:

1) I hereby mnfirm that all dstails in this Form are True to the best of my knowledge. Any false stat€ment witt .ender my Appttcatioh & ongolng assistance, il any,
liable for rejection/canc€llation.

2) I solemnly cufirm that assistanc€, if rcc€ived fom Koshika Foundation. will be us€d only for the 'purpose', as sbt€d in this Form, lor wlich suct asslstance
was requested by me.
3) I hereby confirm lhat I have not & will nol in fulure, avail of reimbuEement, in part or in full, ftom any other source/employer/insurance comp€ny, ot the a
for which this assistance rs requested.
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,,GREEMENT bY BII 6m)
1) By affixing my signature or thumb impression on lhis Form, I iAppllcant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name. address, photo & details of the 'purpose', for !\,hich such assistance is .equested/granted, through any
medium, including but not limited to verbal, p.int, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achi€vements. Such use of my photo & details can be made by Koshika Foundation befo.e or after my tGatment or fulfilmsnt of th€ 'purpose'
for which assistance is being requ€sted.
2) I (Applicanl) furlher ag.ee that any such us€ of my name, address. photo & deiails of the'purpose', for which such assistance is rgquested/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting 8nd/or clntinuing the gssistranc€ will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptabl€ to ms.
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AGREEMENT by HOSPITAL (Fg€lRI 6{R)

By affixing hereunder, signature of our Authorised Signatory for reclmmending this case/patient for financial assistance from Koshika Foundation, we
(Hospilal) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patignvcsse, as we are
requesting lo gel from Koshika Foundation, to the exlent that such assistance is granted by Koshika Foundation. lf ths requested assistance is not granted
by Koshika Foundation. in part or in full. then the Hospital reserves it's right to mako op the shortfall from another NGO or any other sourcs. Thls
confirmation essentially states that the Hospital will not avail any duplicate assistancs lor th€ sams pati€nucaso from any othor NGO or any othe. source.
2) The assistance from Koshika Foundation is only financial in nature. The choic€ ol the lreatmenuprocedure advised/conducted by the Hospital on thg
patient, is based on the anangement between the patient & the Hospital, and is in no way influenced by Koshika Foundatioh. Hence,lho Hospitalsrill
assume sole & complete responsibility of the treatment & it's outcome & satety of the pati6nl, and Koshika Foundation will have no rol€ or respansibilily
in the matter
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