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DECLARATION by APPLICAflN q8K6, lTtr dTsiT IT,:

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongolng ssskbnca, if any,
liabls for mjectiory'cancellation.

2) I solemnly confim that assistanc€, if received from Koshlka Fouodation, wlll b€ ussd only lor the 'pu.poso', as stated ln thls Form, for whldr sucfi 8$elstenca

was requested by me.

3) I her;by conff;n that lhave not & will not in future, availof reimbursement, ln part or In lull,lrom any othsr sourcs/employer/insuranc€ company, ot$e amount

for whlch thle sssisbnco ls roquesbd.
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AGREEMENT byAPPLICANT (.qr+<q fl q{R)

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

use/pubtish/put+p/ieproduce my name, address, photo & details of the 'purpose', for which such asslstance ls requestedi granted, through any

medium, inciuding bui not limited to verbal, print, eleckonic, for soliciting donations for Koshika Foundation and/or disseminating information about ifs

sctivlues/achiev;ents. Such uso of my photo & details can be made by Koshika Foundation belore or after my lreatrnent or lulfilmsnt otthe'purpose'

tor whlch asslstance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & detaits otthe'purpose', forwhlch such assistanc€ iS requestedlgrant€d,

witt noi automiticatly entitle me for receiving or conlinuing the sald assistance, The decislon for granting and/or contlnuing lhe asslstance will r8st solsly

with the Trustees of Koshika Foundation, and their decision is this regard will be tlnal and acceptable to me.
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APPLTCANT'S SIGNATURE OR LEFTTHUMB IMPRESSION :
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AGREEMENT bY HOSPITAL (6gdld ERI IFo()

By affixing hereunder, signature of ourAuthorised Signatory for recommending thls case/patient for financlal asslstance ftom Koshlka FoundsUoo, w6

(Hospltal) hereby afiirm & accepl rollowing:

i) init w6 ne;ndr are presen ynor will iniulure aval ol financial assistance ftom another NGO or any other source, (or the same patient/case. as wo g16 
.

requesting to get from'Koshik; Foundation, to the exlent that such assistance is granted by Koshika Foundation. lfJle rsquested assistancs lsrot gmnted

Uy"ioiHii ioii1Oriio", in part or in full, then the Hospital reserves it's right to m;ke up the shortfall from anolher NGO or any olhBr sour6. This

c6nti-itio, tsr"ntirfry sdies that the i.lospital will n;t availany duplicaie assistance for the same patienucase from any other NGO.or any oher soutca.

iine assistince troniKoshika Foundation is only financial in rialure. The choic€ ofthe keatrnenuProcedlre advised/conducted by th€ Ho€?ital on lhs

plfient, ls UiieO on tf,e arrangement between the patient & the Hospital, and is in no way influenced by Koshika.Foundalion. Hence, ths Hdspltalwill.

liirmi ioi" C 
"orpt"te 

resp;rEib ity ofthe treat;ent & It's outcome & safety ofthe patlent, and Koshlka Foundatlon wlll have no role or responslblllly

in the matt€r.
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