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DECLARATIoN by APPLICANT: ord(s' Em dcqr crl
1) I hereby confirm hat alldetails in lhis Form are True to the best of my knowledge. Any false statemenl will render myApplication & ongoing assistance, if any,

lrable for Gjection/cancallation.
2) I sol€mnry;onfirm ihat assistanc€, if received hom Koshika Foundation, willbe used only for the "purposo', as stated in this Form, for which such assistance

was requested by me.
iiine,try connrm Uat I have not & will not in future, availof reimbursement, in part or in full, from any cther sou.c€lemployer/insurance company, olthe amount

for which this assistance is requested.
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AGREEMENT by APPLICANT ( rm 6{R)

.t) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publishi put-up/ieproduce my name, address, photo & details of the 'purpose', for whlch such assistance is requested/granted, through any

meOium, inciuOing bui not limited to verbal, print, elecuonic, for solicitlng donations tor Koshika Foundalion and/or dissominating information about it's

activities/achiev;ents. Such use ol my photo & details can be made by Koshika Foundatlon b€fore or after my treatment or futfilmenl ofthe'purpose'

for which assistance is being requested

2) | (Applicant) turther agree that any such use of my name, address, photo & details of the 'purpose', for which such assistance is requested/granted,

witt noi automatcaly eniile me for receiving or continuing the said assislanco. The decision ,or granting and/or continuing the assistance will resl solely

with the Trustees of Koshika Foundation, and their dqcision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of ourAuthofised signatory for recommending this case/patient ror financial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept following

reQuesling to get from Koshika Foundation, to the extent that such assistance is granted by Koshika
nv othsr source, for the same palienvcase as we are

Foundation. ll lhe requested assstance rs not granted1) that we neither are Presently nor will in future avail of financial assistance from another NGO or 6

by Koshika Foundation, in Parl or in full, then the Hospital reserves it's right to mtke up th€ shortfall hom another NGO or any other source. This

confirmation essentially states that the Hospita lwill not avail any duPlicat6 assistance for the samo palient/caso from anY othsr NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choiq€ of the treatment/procedure advised/con ducted by the HosPital on the

patient, is based on thg arrangement betwsen th€ pati€nt & the Hospital, and is in no way influonced by Koshika Foundation Hence, tho Hospital will

assum e sole & complete responsibility of the treatmen I & it's outclmo & salety ol the patlent, and Koshiks Foundation will have no role or responsibility

in the matter
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