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OECLAnAIOI{ by APPLICAi{T: qri<6 !I{ ticql qr:

1) I hereby confirm hal all details in lhis Form are True to the besl of my knowl€dge. Any false slatement will render my Applicatir & ongoi.g assistance, if any,
liabl€ for rojsclioty'cancollation.

2) I solemnly confrm f|at assistanc€. if received fiom Koshik6 Foundatioo, will be used only for the 'purpose', as stated in this Form. for which such assistanc-a

tvas requested by me.
3) I hsreby conirm hal I hav€ not & will not in future, avail of reimbursemEnt, in part or in full, from any other sourcg/€mployer/insuhnce company, o, h€ amount
for whlch his assistance is requosted.
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AGREEMENT bY (!cri<{ ERr 6m)

1)By amxing my signature or thumb impression on this Form, I (Applicant) hereby agreo & authorise Koshika Foundation and ifs Trustees to

use/publish/put-up/reproduce my name. address. photo & detaits ot ths 'purpose', for which such asslstance is tequestedg.anted, through any

medium, including but not llmited to vgrbal, print, sleclronic, for sollcilng donations for Ko6hika Foundation and/or disseminating inlormatiofl about lt's

aciivities/actievements. Such use of my photo & details can bo made by Koshlka Foundauon belors or afr€r my treattnent or fulfihent of the 'purpgse'

for which assistancs is baing requestsd.
2) I (Appticant) turther agree that any such use of my narne, address, photo & d€tails orthe'purpo6€', tor which such assigtance is requesled/granted,

will not automaticalty entille me for recoiving o. continuing the said assislance. Th€ decbloo for grdnting and/or continuing the assistanca will rest solely

with the Trusteos of Koshika Foundation, and thgir decision ls $is regard will b€ final and accaptablo to me.
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By aflixing hereunder, signature of our Authorised Signatory for recornmending this case/palient tor financial assistance from Koshika Folndation, we

(Hospital) hereby afirm & accept following:
i;tnat we neittrir are presently nor will in future avail ot financial assistance from another NGO or an) other source, fo. the same patjenucase, as we are

r;questing to get from Koshik, Foundation, to the exlent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

by Koshik; F;undation, in part or in full, then the Hospital res€rves it s right lo make up the shortfall from another NGO or any othor source. This

conflrmation esssntially stat€s thal the Hospital wlll not avall afly dupllcstg asslstanco lor the sams patlonucase from any olhor NGO ol any other sourco.

2) The assistanc! from Koshika Foundation is only financial in nature. The choice oI the lreatmenuprocedure advised/conducted by the Hospital on lhe
plti8nt, is basod on the ar.angemsnt botwB€n thspalionl & the Hospitral, and is in no way inlluenc€d by Koshika Foundalion. Hence. the Hospital will

assume sole & complete responsibility of the troatm€nt & il's oulcoms & salety ot tho pationt, 8nd Koshika Foundetion will have no role or rssponsibility

in lhe matter.
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