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DECLARATTON byAPPL|CAN} !Nri<6 Em dqqr ll?r

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any fals6 statement will ronder my Appllcation & ongoing assistance, if any,
liable f or rejecliorrcancellalion.

2) I sol€mnly confirm that assistance, it rsceived from Koshika Foundation, will be used only for the "purpos€', as stated in this Form. tcr which such assistance
was .equested by me.
3) I hercby confiin that I have not & will not in future, avail of reimbursement. in part or in full, lrom any other soorce/employer/insurance company, ol th€ amount
for which this assistanca is requested.
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AGREEMENT by APPLIGANT (qr+(6 6m)

1) By aflixing my signature or thumb impression on this Form, I (Applicant) her€by agree & authorise Koshika Foundation and it's Trustees to

usehublish/put-up/reproduce my name, address. photo & details of the 'purpose', tor which such assistance is requested/granted, through any

dta fih including bul not limited to verbal, print, eleclronic, lor sollciting donatlons lor Koshika Foundation and/or disseminating information about it's

a\,.iviti€s/achievements. Such use ol my photo & detalls can be made by Koshika Foundalion belore or after my treatment or lulfilment of the 'purpose'

for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details ol the 'purpose', for which such assistance is requested/granted,

will nol automatically entitle rle for receiving or continulng the said assislance. The doclsion for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this r€gard will bs final and acc8ptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accopt tollowing:
ilthit we neittrer are presently nor will in-futurc avail ol financial assistance from another NGO or 6ny other source, lor the same patient/case, as we are

r6questing to get from'Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. llthe requested assistance is not granled

tV Xoifif". fo"rnO"iion, in part or in full, then the Hospital reserves it's right to make up tho shortfall from another NGo or any other source. This

i6nfiimation essentialy st;tes that the Hospitalwill n;t avsil any duplicaie assistanc€ for the sama patienucase lrcm any other NGO or any other sourc€'

iiif," i$iitani" froni ioshika Foundation is onty financial in riature. The choice of the treatmenuproced!re advised/conducted bv the Hospital on the

oatienl, is based on the anangement betr,veen ihe'patienia tne Hospital, and is in no way inlluenced by Koshika Foundalion. H€nce, the Hospitalwill
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