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OECLARAT|o|{ by ApPLtcAIT: icr+<6 ERr qiqqr yr;

1) I hereby cmllrm that all details in this Form are True to lhe best o, my knowledge. Any false statement will ronder my Application & ongoing assistanct. if any,
liable for reiecliory'cancellation.

2) I solemnly confrm that assistaoce, if received from Koshaka Foundation. will be used only for the 'purpose', as stated in this Form, for wiich such asEislance

was requested by me-

3) I hereby conlirm that I have not & will not rn fulure, avail of rcimbuGement, in part or in full. f.om any other source./employer/insu.ance company, of lhe arnoun
tor which this assistance is requested.
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FOR INTERNAL USE of KOSHIKA FOUNDATION 3lrdft.d 3!d,I E(

SIGNATURE ofTRUSTEE'l
qrd rmw t

SIGNATURE ofTRUSTEE 2
qIfr ERM :

1) By atlixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and il's Truslees to

use/publish/put-up/reproducc my name, address, photo & details of the 'purpose', fo. which such asslstance is .equested/g.anted, through any

medium. including but nol limited to verbal, print, electronic, for soliciting donalions lor Koshika Foundation and/or disseminating information about ii's

aclivities/achievements. Such use of my pholo & details can be made by Koshika Foundation before or afier my treatment or fullllment of the 'purpose'
lor which assistance is being requested.

2) I (Applrcant) furlher agree lhat any such use of my name, address. photo & details ol the 'purpose', for which such assistanc€ is requested/granled,

will nol automatically entitle me for receiving or continuing the said assistance. The dEcision for granting and/or continuing the assistance will rest solely

wilh the Trustees of Koshika Foundation. and their decision is this regard will be final and acceptable to me.
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By atixing hereunder, signalure of ourAulhorised Signalory for recommending this case/patient lor financial assislance from Koshika Foundation, we
(Hosprtal) hereby affrm & accept following'
1) thal we neither are presenlly nor will in future availol financial assistance f.om anolher NGO or 8ny othEr source, for the same patient/cas€. as we are
requesting to get lrom Koshika Foundation, to the extent thal such assistancE is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation. in pan or in full, then the Hospital reseryes it's .ight to mak€ up the shortfall from anothgr NGO or any other source. This
conlirrnalion essentially states that the Hospital will not avail any duplicate assistance lor the sam€ patienucase from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by th€ Hoapital on ths
patient, is based on the arrangemenl belween the patient & the Hospital, and is in no rvay inf,uenc€d by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete reaponsibility of the treatment E it's outcome & safety ofthe patient, and Koshika Foundation will have no rols or responsibility
in the matter
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