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DECLARAnOi by APPUCAIT qri(s ilqr yr:

1 ) I hsreby confrm that all details in this Form are True to tho best ot my knowledg€. Any fals6 statemenl will rsnder my Appllcation & ongoing asslstanca, il any,
lbbls lor rejection/cancslhtion.

2) I solemnly confm that assistanca, if received trom Koshiks Foundation. wlll bs used only for the 'purpose', as stated in thb Fo.m, fo. f,,trii, such assEtrance
was requested by me.
3) I hereby contirn that I have nol & will not in future, availof reimbursemenl, in pad or in lull, from any other sourco/employer/insuGnce cornpany, of the amount
for which this assislance rs rcquested
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,.GREEMENT by APPLICANT ( ET{ i6.m)

1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pulup/reproduce my name, address, photo & details of the 'purpose', for whici such assistance is requssted/granted, through any
medium, including bul nol limiled lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating informalion about it's
activities/achisvements. Such use ol my photo & details can be made by Koshika Foundation belore or after my treatment or fulfilment of lhg 'purposs"
for which assistance is being requestgd.
2) I (Applicant) tudher agree that any such use of my name, address, photo & details of lhe "purpose', for which such assistancr is requestsd/grantsd,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanca will rest solgly
with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and ac.eptable to me.
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By affixing hereunder signah.rre of ou. Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, lye
(Hosprlal) hereby afiirm & accepl followrng.
1) that we neither are presently nor will in future avail of llnancial assistanca trom anolhor NGO or any othgr source, lor the sam6 patienucsso, as we are
requesling to get from Koshika Foundation, to lhe extent lhat such assistance is granted by Koshika Foundation, lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserv€s it's right lo make up the shorfall from another NGO or any other sourco. This
confirmation essentially states that the Hospital will not avail any duplicale assistance for th9 s€me pati€nucas8 from any othsr NGO or any other sou.ce.
2) The assistance from Koshika Foundation is only financial in nalure. The choice of the treatrnenuprocrdur€ advised/conducl€d by the Hospital on lhe
pati6nt, is based on the anangement beh,veen the patient 6 the Hospital, and is in no way influencad by Koshika Foundation. Honc6. the Hospilalwill
assume sole & complete responsibility of the trealment & il's outcome & safgty of the pationt, and Koshika Foundalion will have no rolE or responsibility
in the maner.
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