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DECLARAT|oN by APPLlcat{r qli<s' !m s}sql Yr:

'l) I hereby conlirm that all details ln lhls Form are True to the besl of my knowledge. Any false stalsment will render myApplication & ongoing assislance, if any,

liable for rejectiory'canc€llalion.

2) I solemnly confirm that assistanc€, if rec€ived lrom Koshika Foundation, will bo usod only for th6'purpose', as stated in this Form, for which such assistance

was requested bY me.

Si ihei;t connim haf t have not & will not in futur€, avail of reimbursement, in part or in flll, from any olher source/employe/insurance company, of th€ amount

for which this assistance is rcquested.
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AGREEMENT by HOSPITAL (f,gdl€ IRI 6(R)

By afiixing hereunder, signature ol ourAuthorised Signatory for reclmmending lhis case/patienl lor financial assislance frcm Koshika Foundation, we

(Hospilal) horeby afllrm & accept tollowlng:

i llnit w6 neilfrdr are presenttynor will InJuture avail of llnancial assistance from another NGO or 8ny other source, for the same patienucase, as we are

r;questing to get from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe .equested assistance is not granted

bykoshik; Fo,-undation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This

confirmation essentially st;tes thst thg Hospital will not avail any duplicate asslstance for the same palienl/case from any other NGO or any other source.

2) The assistance from Koshika Foundation is onty financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

plti"nt, ii Uir"O on it 
" 

arrang€rnent between the patlent & lhe Hospital, and is ln no way influenced by.Koshika.Foundalion. Hence, the Hospital will

iisu." ioie A co.ptete resp;nsibility of the treat;enl & it's outcome & saloty of the patient, and Koshika Foundalion will have no role or responsibility

in the matter,
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1) By afiixing my signature or thumb lmpresslon on this Form, I (Appllcant) hereby agree & authorise Koshika Foundatlon and il's Trustees lo

uie/publis|put-up/reproduce my name, address, photo & details of the 'puryose', for which such assistance is requesled/granted, through any

medium, inciuding but not limiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling inFormation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilmenl of lhe "purpose'

for which assistance is being requested.

2) I (Appljcant) fudher agree that any such use of my name, addr€ss, photo & detalls of the "purpose', for which such asslstance is requesled/granted,

will not automaticalty ontitle me for recsiving or continuing the said assistanc€. Tha decision for granting and/or continuing the assistance will resl solely

with lhe Trust€es of Koshika Foundation, and their decision is this regard will be final and acceplable to me
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