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OECLARAIIOI{ by APPIEATT: ert(T !r{ filtr vr:
1) I heleby confm hat all details in this Form are True to the bdsl of my knowledge, Any false statement wll render my Applicalion & ongoing assistsnco, il any,

lhblo tr rsjeclion/cancsllatbn.
2) I solsmnly coffrm tlat assistance, if r€ceiv€d from Koshika FouMation, will be used only for h€ 'purposo', 65 stated in thls Form. for whldl sudt asgistanco

was requosted by me.
3) I her;by cfi#m hat I have not & will not in future, avail of reimbursement, in parl or in full, from any oher source/employerrnsuraoca company, ol th€ arnount

,o. whkrh this assistanca is requosted.
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By afixing hereunder, signatur€ of ourAuthorised Signatory for recommending this case/patient lor financial assistanca from Koshika Foundation, wo

(Hospital) hereby aflirm & accept following:
ilttrit w6 nettrdr are pres€nUy nor will in-futur€ avail of financial assistance from snother NGO or any othgr source, for ths same patienuc€se, as we are

;questing to get frcm Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lftho requ€sted assistance is not grantsd

by'Koshik; Fo-undation. in part or in full, then the Hospital reselves lt's right to make up tho shorttalltrom anoth6r NGO or ary other sourca. Thls

mnlirmation ossentially states thal the Hospital will not avail any duplicate asslstanca for tho sam€ pati€nucaso from 8ny other NGO or any oth€r sou,c,6.

2)The assistance from Koshika Foundation is only financiai in nature. The choice of the tteatmenuprocedure advised/conducted by the Hospital on the
p;t€nt, ls based on th€ arrangsment botw€en the patient & tho Hospital. and is in no lvay inf,uoncod by Koshika Foundatlon. Henca, tho Hospital wlll

assum€ solo & complete resp;nsibility of the treatment & it's outcome & ssfety ofthe patiEnt, 8nd Koshika Foundation will hav6 no rol€ or responsibility
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APPLICAT{T'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEiIENT by HOSPITAL (TgdTd lRI 6U{)

Senior Manager

4-F

1) By afllxing ny signature or thumb impression on this Form, I (Applicant) hereby agree & suthorise Koshika Foundation and its Trust66s to

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

medium, inctuding but not limited to verbal, print, electronic, lor soliciting donatlons lor Koshika Foundation 8nd/or disseminating inlormation about lt's

activities/achievementa. Suc+t use ol my photo & details can be made by Koshika Foundation before or after my treattnent or fumlment ol th€ 'purpose'

fo, which assislanca is being requested.

2) I (Applicant) fudher agree that any such use of my name, address, photo & details ol the 'purpose', lor which such assistanc€ is requested/grantad,

will not automatically entiUe me for.oc€iving or continuing the said assistance. Th€ decision for granting and/or continuing the assistance will r8st solely

with the Truslees of Koshika Foundation, and thek decision is this regard will bs final and accsptablo to me
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