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DECLARATIOil by APPLICAIT: qra<6 Em dlqr lrr
'1) I hereby confirm hal all details in this Form are True to lhe best ot my kno^/ledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rBjectiodcancallaton.
Z) isotemnty ionnrm Urat assistance, if received lrom Koshika Foundation, will be used only for the 'purpose', as stated in this Form.Ior which such assistance

was requested by me.
Siilr"r;bii"rd; tr"t I have not & wilt not in future, avail of reimburs€ment, in part or in tull, from any other source/employer/insurance companv' of the amount

for which this assistance is requested.
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AGREETTENT by HOSPrIAL (6sdrd lm fiR)

RECOiIMENOED FOR ACCEPTENCE
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SIGi{ATURE of TRUSTEE I
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1) By afllxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/iublisn/put-uplreproduce my name, address. photo & details ol the 'purpose", for which such asslstance ls requested/granted, through any

meoium, inciuoing bui not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormatlon about it's

activities/achieve;ents. such use ol my photo & details can be made bt Koshika Foundation belorg or after my treatment or fullllmenl ofthe'purpose"

for which assistance is being requesled

2) I (Appticant) turther agree that any such use ol my name, address, photo & details ot lhe 'puQoss', ,or which such assistance is requested/granted,

witt noi automatica y eniite ne ior receiving or coninuing the said assistance. The decision lor granting and/or conlinulng the assistance will rest solely

with the Trustees of Koshika Foundation, and thsir decision ls this rogard will b8 final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for reclmmending this case/patient tor linancial assistrance from Koshika Foundation we

(Hosp ital) hereby aflirm & accept lollowing
1) that we neither are presently nor will in future avail ol llnancial assistance from another NGO or any olher source. for the same patienVcase, as we are

requesting to get from Koshika Foundation. to the extent that such assistance is gra nted by Koshika Foundation. lfthe requested assistanc€ is not granted

by Koshi ka Foundation, in part or in full, then the Hospital reserves it s right to make up the shorlfallfrom another NGO or any other source This

coalirma tion essentially states that the Hospital wil I not avail any duplicatE assistance for the samo patienUcase from any other NGO or any oth€r source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprccedure advisediconducted by the Hospital on the

palient , is based on the arrangement between the pati6nt & the Hospital. and is in no way influencsd bY Koshika Foundation. Hencs, th€ Hospital will

assum e sole I clmplet€ resPonsi bility ot the keatrnent & its outcome & salety ot the patient, 9nd Koshika Foundation will have no role or responsibility

in the matter.
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