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DECtAfiATIOil by APPIICAIIT: qri(tr lr{ sicllt yr:

'l) I hereby coofrm that all details in lhis Fom are True to the besl ol my knowledge. Any Ialse statement will render my Application & ongoing assislance, if any,

liable for rejectiory'cancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used ooly fo, the 'purpose', as stated in lhis Form, for whk$ suct assistance

lYas requested by me.

3) I her;by confirm that I have nol E wall not rn tuture, avail ot reimbursement. in pan or in full, from any other source/employer/insurance company, Of the amount

for \ hich this assistance is requested.
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AGREEMENT by APPLICANT ( Em 6rrr)

AGREEMENT by HOSPITAL (ITdTd 6{R)

By aflixing hereundcr signature of our Authoriscd Signalory for recommending lhas case/patienl fo. financial assistance from Koshika Foundation, we

(Hospita J hereby aff:Im E accept tollowing:

1)that we neither are presenly nor will in future avail ot financial assistance from another NGO or an) oth8r source, tor the same patienuc€se, as wo are

requesting to get {rom Koshik; Foundation, to the exlent that such assistance is granted by Koshika Foundalion. lllhe requested assistance is not granted

by Koshik; Fo:undation, in part or in lull, lhen tho Hospital rsserves its right to make up th€ shortfallfrom anoth€r NGO or any other source- This

c;nfirmation essentially st;tes that the Hospital will not avail any duplicate assistance for the same patienucase from any other NGO or any other source.

2) The assistance from Koshika Foundation is only llnancial in nature. The choice of the treatmenuproccdure advised/conducted by the Hospital on the

p;Ient, as based on the arrangement between thepatient & the Hospital, and is in no way influenced by.Koshika 
.Foundation. 

Hence, ths Hospitalwill

!i"r." ioie C corpfute resp;nsibitity of the treatment E it s outcome I safety of th6 patient, and Koshika Foundation will have no rols or responsibility

in the matter.
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SIGNATURE oITRUSTEE 2
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SIGNATURE of TRUSTEE 1
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1) By aflixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and il's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the'purpose". for which such assislance is requesled/granted, through any

medrum, including but not limited lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

aclivities/achievements. Such use of my photo & detaits can be made by Koshika Foundation berore or after my treatment or lulfilmenl of the 'purpose"

lor whrch assistancc is being requested

2) I (Applicant) further agree that any such use ot my name, address, photo & details ol the "purpose', for which such assistanct is requested/granled,

wi not automaticatly entitle me for receaving or continuing the said assistance. The decision for granting and/or continuing lhe assistance will rest solely

wrth lhe Truslees ot Koshika Foundation. and their d€cision is this regard will bs final and scceptabl€ to ms.
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