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oECLARATION by APPLTCANT: qr+{s Em \iqu[ Tr.
1) I hereby confirm lhal all d€lails in his Form are T.ue to the best of my knowledge. Any false statement wil rend€r my Apptk alion & ongoing a$lstance. if any,

liable for rejectiodcancellalion.
2) I solemnly conlirm that assistance, if rec€ived trom Koshika FouMation, will be used only to. the'purpose', as stated in his Fo.m, foiwhk r such assisiance
was requested by me
3) I hereby confirm thal I have not E will noi in future, availol reimbursement, in part or in full, from any other source/employer/insurance corllp€ny, of the amount
for which lhis assistance is request€d.
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,.GREEMENT by APPLICAI{T (qri({ ERI 6,{R)

1) By affixing my signature or thumb impression on this Fo.m, I rApplicant) heroby ag.ee & authorlse Koshika Foundauon 8nd it's Trustees to
use/publish/pul-up/reproduce my name, addrcss, photo & detrails ol tho 'purpos€", for vrhich such assistance is .equEsted/granted, through Eny
medaum, including but not limiled to ve.bai, print, electronic, for soliciting donations for Koshika Foundation and/or dlsseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundatjon irefore or after my trsatment or fulfilmsnt ofths'pu.pos€"
for which assislance is being requosled.
2) I (Applicant) fu.ther agree thal any such use of my name, address, photo & dstails of the 'purpos€'. tor which such assistanca is requ$tod/grantod,
will not automatically entitle me for receiving or continuing the said assistance. The declsion for granting and/or continuing the assistance will r€st solely
with the Trustees of Koshika Foundation, and their d€cision is this regard will b€ final and acceptablo to me.
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8y affixing hereunder, signature of our Authorised Signatory for recommending this case/palient for financial assistance from Koshika Foundation, we
(Hosprlal)hereby atfirm & accepl followrng:
1) that we neither are presenlly nor will in futurc avail ol Unancial assistanca from another NGO or any other source, for the same pali€nt/caso, as we are
requesting lo gel from Koshika Foundation, to the extent lhat such assistance is g.anted by Koshika Foundation. lf the requested assistanc! is not granted
by Koshika Foundation. in part or in full, then the Hospital reserves it's right to make up the shortlall from another NGO or any other sourcs. This
confirmation essentially states that the Hospital will not avsil any duplicatE assistance for tho same patienucase from any oth€r NGO or any other sourc€.
2)The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/cpnducted by the Hoipital on the
patienl. is based on the anangemsnt between the patient & the Hospital, and is in no way inffuencod by Koshika Foundalion. Honcs, lhe Hospitalwill
assume sole & complete responsibility of the treatment & it's outcomo & safety of the patjent, and Koshika Foundation will havs no role o. rssponsibility
in the matter.
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