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DECLARANO by APPLICAIT: 3dTiq6 ERIT}qqI ITT:

1 ) I hereby confirn lhat all details ln 0 s Fo.m are True to the best of my kno ledg€. Any false slatement will rsnder my Applicatin & ongdng assbtance, il any,
liable f or rejectjorvcancdlation.

2) I solemnly confirm hat assistanc,e, it recoived trom Koshika Foundation, wi[ bo used only for lhe 'purposo', as staled in this Forn, b ryhlci suct assistencs
was requested by me.
3) I hereby confrm that I have not & will nol in future, avail of reimbursement. in pai or in full, from any other source/employer/insurance conpany, of the amounl
for whidr this assistance is r€quested.
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,.GREEMENT by APPLICANT ( Em 6o()

1) By affixing my signalure or thumb impressign on this Form, I iApplicant) hereby agrse & authorise Koshika Foundation and it's Trusteos to
use/publish/put-up/reproduce my name, address, photo & dstails of the 'purpose', for whicfr such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donalions for Koshika Foundalion and/or disseminating information aboul it's
activities/achievements. Such use of my photo & details can be mad€ by Koshika Foundalion before or afler my trsatmsnt or fulfilment of the 'purpose'
for vehich assistance is being requestod.
2) I (Applicant) fudher agrsg thal any such uss oI my name, address, photo & delails of the 'purpose', tor which such assistance is requsstod/grantod,
will not automatically entitle me for receiving or conlinuing the said assistsnc€. The decision for granting and/or continuing the 8ssistranc! will resl 8olely

with the Trustees of Koshika Foundation, and their decision is this rega.d will be final and accaptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundation, we
(Hospilal) hereby affirm E accepl followrng:
1) that we neither are presently nor will in future avail of financial assislance from another NGO or ahy other source, for tho same pati€nucase, as w6 are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requesled assistance is not granted
by Koshika Fo!ndation, in part or in full, then the Hospital reserves il's right to make up the shortfall trom another NGO or any othe. sourcr. ThiE
confirmation essontially statos that the Hospital will not avail any duplicsta assistanca for the s8me pati€nt/case from any othsr NGO or any oth€r source.
2) The assistance lrom Koshika Foundation is only financial in nature. The choicr of the treatmenuproc€dure advised/conducted by the Hostital on the
patient, is based on the arangoment b€tweeh the pati€nt & the Hospital, and is in no way innuenced by Koshika Foundatlon. H6nc6. th6 Hospitalwlll
assume sole & complete responsibilily of the treatment & il's outclme & safety ofthe patiEnt, and Koshika Foundation will h6ve no role or rssponsibility
in lhe maller
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