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DECLARATION by APPLTCANT: riFf<si ERr dqqr r-r:

1) I hereby onfirm thal all details in this Form are True to the best of my knowledge. Any false statement will rendor my Applicauon & or{olng ssslstat}co, if any,

llable for rejectiory'cancellat/on.

2) I solemnDconfirm that assistance, iF received from Koshika Foundaton, will be used only for the'purpose', as shted ln hls Fom, forwhldl sudl a8slstancs

wtss requesled W me.

Siih;ri,tyconn- th"t I have not & will not in future, avail of relmbursement, in part or in tull, lrom any oihsr sourcB/€mployer/insurancr company, ot fl€ 8

,o. whldr this assistanca is requested.
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AGREEMENT by APPLICANT (rff+(6 !r( 6(R)

1) By afrxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and if8 Trustoss to

use/publis 
-put,uplreproduce 

my name, address, photo & details of the 'purpose", for whlch such assistance ls requested/grantod, thmugh 8ny

medium, inciuding bui not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating informaton about lfs

activiues,lachievements. Such use of my photo & details can be made by Koshika Foundation b€lore or after my lreatment orfulfilment of tho'purpore'

lor whlch asslstance ls being requested.

2) I (Applicant) funher agree that any such use of my name, address, photo & details of the'purpose', for whlch such assistanc€ is requsgted/graniEd,

$ri ;oi autom;ticslly entile me lor receiving or continuing the sald asslslance, The declslon lor grantlng and/or contlnulng the asslstanc€ rvill r"sl solsty

wlth the Trustees of Koshika Foundation, and thelr decision ls this regard will be flnal and acceptable lo me.
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AGREEMENT by HOSPITAL (6gnTd I S.{T)

By afrxing hereunder, signature of ourAuthorised Slgnalory for recommending thls case/patlenl lorfinanclal asslstance from Koshlka Foundauon, YrE

(Hospilal) hereby afllrm & accept following:

i)that w; neithdr are prssently nor will inluture avail of llnancial assislance from anolher NGO or any other source, for the same palienucasa, a8 wo aIe

raquesting to get lrom Koshika Foundation, to the exlent that such assistance is granted by Koshika Foundation. lllhe requested Essistance isnot granted

by koshik-a Fo-undation. in part or in full, then the Hospital reserves it's right to make up the shortfallfrom another NGO or any oth€r sourc6. Thls

conlirmatlon essentially states that the Hospilal will not avail any duplicate assistance for the same patienucase from any other NGO or any otler sout@.

2) Tho asslstance from Koshika Foundation is only llnancial in nature. The choico of thg treatmenuprocedure advised/conductod by the Hosrltalonlie
patlent, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Henca, ihe Hdspltalwlll-

;ssume sole & comptete responsibltity ot the lreatmenl & It's outcome & safety ofthe patlent, and Koshika Foundatlon $/lllhavo no rolg ol tesponslblllty

in the matter
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