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DECLARATION by APPLICANT: lqrtq6 lr(I qlqqr yxl

1)l hereby €lnfirm lhal alldetails in this Form are True to the best of my knowledge. Any lalse statement willrender myApplication & ohgoing assistance, ifany,

liable for rejectiorrcancellation.
2) lsolemnly ionfirm that assistance, if received lrom Koshika Foundation, will b€ used only for $e "purposE", as stated in this Form. for which such assistance

was requested by me.
Aif freriUy conn,in trat I have not & will not in future, avail of reimbursement. in pai or in full, from any other source/employer/insurance company, of the amount

for which this assistance is requesled.
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AGREEI,iENT by HOSPIAL (Esdrd tm 6{R)

By afflxing hereunder, signature of our Authorised Signatory for reclmmending this case/patient for financiai assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
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presenflynor will in'iuture avail ol financial assistance from another NGO or any other sourc-e,lor th€ sarne patienucaso' as we are

rdquesting to get from Koshik; Foundation, to the extent that such assistance is granted.by Koshika foundation. lflhe requested assistance is not granted

bvkoshik; Fo-undation, in part or in full, then the Hospital reserves it s right to m;ke up tha shortfallfrom another NGO or any other source. This

"6nirrrti"" "ar"nfi"ffi 
itJres ttrat tne iospital will not avail any duplicaio assistance for the same palienucase from any other NGO or any other source

iiin" irtitt"n." froniKoshika Foundarion is onty financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospitalon the

pitientJ"-u"seo on ttr" arrangement betwaen the patient & the Hospital, and is in no way inlluonced by Koshlka Foundation. Hence, the Hospitalwill
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resp;nsibitity of the treatment & ifs outcome & safety of lh6 patlent, and Koshika Foundation will have no role or responsibility

rr the matter.
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1) By afixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshlka Foundation and it's Trustees to

use/publishi put-upheproduce my name. address, photo & details of the 'purpose', lor whlch such assistanca is t€quested/granted, lhrough any

medium, inciuding but not limited to verbal, print, eleckonic, for soliciting donations lor Koshika Foundation and/or disseminating information about it's

activities/achieve;ents. Such use ot my photo & details can be made by Koshika Foundation berore or after my treatmenl or fumlment ollhe'purpose'

for which assistance is being requested.

2) I (Appticant) lurther agree that any such use ol my name, address, photo & d€tails of lhe 'pufpose', lor which such assistance is requested/granted,

wi noi automaticalty entitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the asslstance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be flnal and acceptable to me.
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