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DECLARATION by APPLICA T: qli<6 Em qiqqr qI:

1) I hereby confirm hat all details in lhis Form are True to the b€st ot my knowledge. Any false statement will rende. my Application & ongoing assistance, it any,

hable for r€jection/cancellalion.
2) I solemnv;nfinn that assistance, if r€ceived trom Koshika Foundation, will be used only for the'purpos6', as stated in this Form. for which such assistance

was requested by me.
ai ineriUy conntm fpt I have not & will not in future, avail of reimburssment, in part or in full, from any other source/employer/insurance company' of the amount

for which ihis assistance is requesled.

l) { s}sqr 6m tf6Is yrsq i fri TE qS fuacl it sr+6rt + lrdqt Ed qi Tfr tr qR cti frltq qi 6qr :[sf, rrcl srdr I d tt qirr ftr< tfi cl rrff tt
2)ltERIsisu{flIIf{'riIF|qiI$t-r*{R',tdqrrfft,gnEirsc+'lEdlskqqi1$+frtfrqlvt'n,ril5snsv{mFrotr
l) { ytu 6(dr tfd fd€ rrnal tEwn*+a1,rit, c{ {ftr rr qfir6 q trd fr{$ ffi q< itvFdrcnlql 6q{irriFarlet(rtqFq{fu|

AGREEI'IENT by ( fRr 6m)
,l) By affixing my signature or thumb impression on this Form, I (Applicanl) her€by agr€e & authorise Koshika Foundation and it's Trustees lo

use/iubtish/put-up/ieproduce my name, address. photo & details of the 'purpose", for which such assistance Is requested/granted, through any

medium, inciuding but not limited to verbat, print, electronic, lor sollciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use ol my photo & delaits can be made by Koshika Foundallon before or alier my treatment or fulfilment of the 'purpose'

for which assistance is boing requested.

2) I (Applicant) further agree that any such use ol my name, address, photo & detalls ol the 'purpose', lor which such assistance is requested/granted,

witt noi automatically eniite me lor receiving or conlinuing the said assistance. The declsion for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is lhis regard will be final and accaptable to me.
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By affixing hereunder, signature of ourAuthorised Sig.atory for recommending this case/patient Ior financial assistance from Koshaka Foundation, we

(Hospital) hereby afiirm & accept lollowing
1) that we neithar are presently nor will in future avail o, financlal assistance lrom another NGO or any other source. for the s€me patienrcase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Founda tion, in part or in full, then the Hospilal reserves it's right to make up the shortfall from another NGO or any other source. This

confirmation essentially states that the Hospital wil I not avail any duplicatg assistance lor the samE patienUca s6 from any othgr NGO or any othor source

2) The assistance from Koshika Foundation is only financial in nature The choice of the featmenuprocedure advised/conducted by the Hospital on the

paiie nt. is based on the arrangement between the pationt & the HosPital. and is in no way influenced bY Koshika Foundation. Hence. the Hospital will

assu me sole & complete responsibility ot the treatrnent & it's outcome & safety ofthe patlsnt, and Koshika Foundation will have no role or responsibility

in the matter
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