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oECLARATION byAPPLICANT: xr&(6 ERI sFr'[ cir:

1) I hereby confirm that alldetarls in thrs Form are True tg lhe best ol my knowledge Any lalse slatement will render my Applrcation & ongoing assislance. il any.
liable for repctpn/cancellatron.

2) I solemnly conllrm that assislance, if received from Koshrka Foundation. will be used only for the 'purpose". as staled in this Form, for whici such assistrance

was requested by me.

3) I hereby confirm that I have not & will not in future, avail ol rgimbursemsnt, in pan or in full, from any other source/employer/insurance company, of tho amount

for which this assistanco is requested.
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AGREEMENT by HOSPITAL (r{cilR 6RI 6m)

By affixing hereunder, signalure of our Authorised Signalory for recommending this case/pataenl for frnancial assistance lrom Koshika Foundation, we
(Hospital) he.eby affirm E accept lollowrngi
1) that we nsither are presenlly nor wrll in future avail ol financial assistsnco from another NGO or any other source, lor the sam6 patignvcas€, as w€ ar€

requesling to get lrom Koshika Foundation, to the extent thal such assrstance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika FoLrndalion rn parl or in full, then lhe Hospital reserves il's ight to make up the shortfall ,rom another NGO ot any olher sourcg. This

confirmallon ess€nlially states that the Hosprtal will nol avail any dup|cale assistance for lhe same patienvcase from any other NGO oa any olher source.

2) The assrslance from Kosh ka Foundalron rs only lLnancral rn nat!re. The choice of lhe lrealmenupaocedure advised/conducted by lhe Hospital on the
patienl. is based on the anangement belween the patrenl E lhe Hosprtal. and rs in no way influenced by Koshika Foundation. Hence. lhe Hospital will

assume sol6 & complete responsrbilily of the trealmenl & it's outcorne E safety of the palrent, and Koshika Foundalion wrll have no role or responsibility

an the matler
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1) By affixing my signalure or thumb impression on this Form. I (Applicsnt) hereby a9r9e & authorisE Koshika Found8tlon 8nd il s Trustses to

use/publish/put-up/reproduce my name, address, photo 6 details of the'purpose', lor which such assistance is rgquested/grantod. through any

medium, including but not limited to verbal. print, eleclronic, tor soliaiting donations for Koshlka Foundation and/or dissominating informatlon aboul it's

activities/achrevements Such use ol my photo & details can be made by Koshika Foundation before gr aft€r my trealment or lulfilm€nt of the'purpos€'

lor whrch assistance rs berng requested.

2) I (Applicant) furlher agree lhal any such use of my name. address. photo & details ol lhe "purpose . for which such assislaoce is rgquested/g.anlad,

will nol automalically enlille me for recerving or continurng the said assrslance. The dacision tor grantrng and/or continuing lhe assistance will rgst solgly

with the Truslees of Koshr[a Foundalron. and lheir decrsron is this regard will be final ancl acceplabl6 to me
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