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DECLARAT|oN byAPPLlcAt{T: fii<d, E(l qiqqr qx:

l) I hereby contirm that alldetails ln this Form are True to lhe best of my knowledg€. Any false stalement willrende. myApplication & ongoing assislance, if any,

liabl€ for rejectiory'cancellation.

2) I solemnly ionfirm thal assistanca, if rocoived from Koshika Foundation, will b9 used only for the'purpose', as stated in this Form, forwhich such assistance

was requesled by me.

3)l he;by confi;m that I have not & will not in fulure. availof rcimbuE€ment, in parl or in full, from any other source/employe/insuEnce company, of th€ amount

tor which this assistance is requested.
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AGREEMENTbyAPPLICANT ( !ms,tr{)

APPLICANT'S SIGNATURE OR LEFT THUMB Iii|PRESSION
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By affixing hereunder, signature of our Aulhorised Signatory for reclmmending this case/patienl for linancialassistance from Koshika Foundation, we

(Hospital) hereby affirm E accepl following:

i1 ttrit w6 neittrdr are presen0y nor will inluture avail ot financial assistanc€ from anothe. NGO or 8ny other sourc€, for the same palienvcase, as we are

r;questing to gel from Koshika Foundation, to th6 extent that such assjstance is gtanted by Koshika Foundation. lflhe requested assistance is nol granted

bykoshik; Fo,-undation, in pari or in tull, lhen tho Hospital reserves it's right to make up tho shortfall lrofi another NGO or any other source. This

;nfirmation essentia y sdtos that the Hospital will not gvail any duplicaie assistanc€ for tho sams patienucase from any other NGO or any other source.

2) The assistanco lrom Koshika Foundation is only financial in nature. The ctoice of the treatmenuprocedure advised/conducled by the Hospital on the

p;tient, is based on the anangBment betw€en the patient & lhe Hospital, and is ln no way lnlluenced by.Koshika foundation. Hence, the Hospitalwill

assume sole & complete rgs6nsibility of the trgatmenl & its outcom€ & salety of lhe patisnt, 8nd Koshika Foundation will have no rol6 or responsibility

in the matler
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SIGi{ATURE ol TRUSTEE 'l
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1) By afltxing my signature or thumb lmpression on this Form, I (Applicant) hereby agree & authorlse Koshika Foundation and il's Trustees to

use/publish/pul-upkeproduce my name, address, photo & details of the 'purpose', for which such assistance is requosted/granled, through any

medium, including but not limited to verbal, print, elect.onic, for soliciting donatlons for Koshika Foundation and/o. disseminaling information aboul il's

activilies/achievo;enls. Such use ot my photo & details can be mad6 by Koshika Foundation before or after my treatment or fulfilmenl of the 'purpose'

for which assistance is being requested.

2) I (Applicant) furth€r agros that any such use of my name, address, photo & details ot the 'purposs', for which such assistance is requesled/granled,

will nol automatically €ntitlg me for receiving or continuing th€ said assistanco. The decision for granting and/or continuing the assistance will r€st solely

with lhe Trustees of Koshika Foundalion, and thsir decision is this regard will be final and acceptable to me.
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