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DECLARATTON by APPL|CAi{I: 3ni<s Em Sicqr cr:
1) I hereby confirm that alldetails in this Form are True to the best o, my knowledge. Any hlse statement will render my Application & ongoing assislance, if any,

liable for rejectiorrcan@llation.
2) I solsmnly clnfrm that assistanc€, if received from Koshika Foundation, will b€ used only lor the 'purpose", as stated in this Fom, for which such assistance

was requested by me.
3) I her;by confi;n that I have not & will not in future, avail of reimbuEement, in part or in tull, from any oh€r sourcs/employer/insurance company. of the amount
for which this assistance is requested.
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'1) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundalion and it's Trustees to

use/pubtish/put-up/reproduce my name, address, photo & details of lhe 'purpose", for which such assislance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshlka Foundation and/or dissemlnating inlormation about lt's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundatlon belore gr alter my treatment or fulfilment of the rpurposer

for which assistance is being requesled.
2) I (Applicant) furiher agree that any Euch use of my name, address, photo & detalls oI the 'purpose', ,or which 6uch assistance is requested/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision tor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceplable to me
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AGREEUENT by HOSPITAL (EgdTd ETq 6({)

Road,

By affixing hereunder, signature of our Authorised Signatory for recommending this case/palient for financial assistance from Koshika Foundation, we
(Hospital)hereby amrm & accept following:
1) that we neither are presently nor will in future avail ol tinancial assistance from another NGO or any other source. lor the same patienvcase, as we are

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

by Koshik; Foundation, in part or in full. then the Hospital reserves it's rjght to make up the shortfall from another NGO or any other source. This

c;nfirmation essentially states that the Hospitalwitl not avail any duplicato assistance for the same patient/case from any other NGO or any other sourc€.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
patienl, is based on lhe arangement between tho patienl & the Hospital, and is in no way influencsd by Koshika Foundation. Hencs. ths Hospital will

assume sote & comptete responsibility of the treatment & it's outcome & safety of the patient, and Koshlks Foundation will have no role or responsibility

rn the matter.

uqt ek{l, rgtcrt 61 qk t qrrrd/t't si "stf{lcr vrr*rn" i &frq gtrcdl +g ffi{ d crd t, ffi f,q (rwdrg) frq rcn * qrq c d6R 6d tr
l) q[ f6 ? ni vdqn !ft{ l fr qfqq { frftrq qwrr tFfr lk vr6rt {Rr{ cl firS q< qttr t <m rtfuqrqd { dt vt d {i t, +t fr uri "qfettl !tl3-i{?"

i ffirvfinf< va d sqq {'Elftlir srfCfi" rRt r<tgfrdr fi'aifimr qr<Cm" m qnqm infr qrtmrsrc & rqr ifr frqr srdl t ii q{{-d[€

ffi q-{ ,R Tr6rt gtqr q ffi $q c-*tqr * slIT ti 6r qFrdR lrkd rc-dr tr f< 1& { ee xa *n t le qmn fr,frq q< s*t t'frmrd *S nrfl
lk qrqrt r{sr qr ffi rrq srsl t nfi +ftd,frr

z. 'cifrrm vrc€rn" t d d suq(I +{d frldq ffi dir ri{ v rwcra un {d sm ql frt ri awtzltfr'{ ei 3rIq t't qd f,mld


