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1 ) I lerely mnlirm hat all details in his Form are True to the besl of my knowledge. Any false stalemenl wi .ender my Applic€tion & ongoing assistance, if any,
liablo for rejoc.tiory'cancollation.

2) I solemnly confirm flat agsistarc€, it rrcaaved from Koshika Foundation, will bg us€d onty for the'purpos€', as stated in this Form. fo. which suct assistance
was requested by me.
3) I hereby confm hal I have not & will not in future, avail of reamburs€ment, in partor in full, from any other sourc€/gmployernnsuranG company, ol the
for which this assistance is.equested.
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DECLARATION by APPL|CANI qri<6 fm dqrn qrj

AGREEMENT by APPLICANT ( Em 6m)
1) By afiixing my signalure or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to
use/publish/put-up/reproduce my name, address, photo & details of Ihe 'purpose', for whici such assislance is requesled/granted, through any
medium, including but not limiled to verbal, print, olectronic. fo. soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achieyements. Such use ol my photo & details can be made by Koshlka Foundation belore or after rny treatment or rumlment o, the 'purpos€'
for which assistancs is b6ing .equested.
2) I (Applicant) tudher agree that 8ny such use of my name, sddress, photo & dstalls ol tho 'purpose', tor rvhlch such assistanc€ is roqu$ted/granted,
will nol automatically entitle me for recelvlng or continuing the said assislance. The dacisbn for granting and/or continuing the assistanca will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and ac4€ptabl6 to me.
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AGREEi,IENT by HOSPITAL (rsdrd Er( 6m)

By aflixing hereunder, signature of our Authorised Signatory for recomm€nding this caso/patignt fortinancial assistanca from Koshika Foundaticn, ws
(Hospital) hereby affnn E acc€pt following:
1)thst wo neither srg prgs€ntly nor will ln future avail ol financi.l a8slstance from Enother NGO or any other source, fo. tho same patlont/cas€, as we are
requosting to got tom Koshika Foundation, to tho extent that such assislance is granted by Koshiks Foundation. ll the rsqu€stod assistancr is not gGnt€d
by Koshika Foundatlon, in parl or In full, thon the Hospital reserves it's right lo make up lhe shorttull from anothgr NGO or any other gource. This
confirmation essentially stat€s lhat th€ Hospital will not avail any duplicato assistanc€ lor the sEm6 pati6nvcss6 f.om any oth6r NGO or any othor sourc6.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conduct6d by the Hospital on the
patient, is based on the arrangem€nt betweon tho patient & the Hospital, and is in no way inlluencod by Koshika Foundation. Honco, tho Hospitalwill
assume sole & complete responsibility ot the treatrnent & its outcome & safety ofthe patient. ond Koshiks Foundstion will hsvs no role or responsibility
in tho matter.
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