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DECLARATION by APPLICANT: nrd<€ ETI dqqt rr:
'1) I hereby confirm that all details in this Form are True to the best ol my knot{ledge. Any false statement will render my Applicatlon & ongoing asslstanca, il any,

liable tor rejectiory'carEellalion.

2) lsolomnly confirm the assistance, il received from Koshika Foundation, will be used only for the'purposo', as statsd in ihls Form. foa wlrlcfi sudl a88l8tanc€

was rcquested bY me.

iiifririrOiconnrm ttrat thave not & witl not in future, avail o[ reimbursem€nt, in parl or in tull,lrom any other source/employer/insurancs company. of thg a

for which this assistanceis request€d.
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By affixing hereunder, signature of ourAuthorised Signalory for recommending thls caseipallent lor llnanclal asslstance from Koshlka Foundaton' we

(Hospital) hereby afiirm & accept following:

i)ifrit w6 nelhdr are presen y nor will in-luture avail ol financial assistance irom another NGO or any other source, for the same patienucase, ag we arB 
-

#queitin! to lei fron] X;shik; Foundation, to the extent that such assistance is grantedby Koshika Foundation. lflhe requested assistanc€ isrot grant€d

U-y"ioif,iii io'*Ouiion, in part or in futl, then the Hospital reserves it's rightto m;ke up the shortfallfrom another NGO o. any other sourco. Thls

c6nfirmation essentially st;tes that the Hospital will n;l avail any duplicaie assistance for the same patienucase from any other NGO or any olhel sour@'

Ziftre issist"nce troniKoshika Foundafio; is only iinancial in nature. The choice of the treatmenuprocedlr€ advised/conducted bylhe Hoslltalon ths

pitient, ii UaseO on tne arrangement between the patient & the Hospital, and is in no way influenced by.Koshika .Foundalbn. 
Hence, thB H6spttalwill.

liiuri.oi" C.o.pr"te resp;nslbltity ofthe treat;ent & It's outcome & safety of lhe paUent, and Koshlka Foundatlon $,lll have no role or losponElblllty

in lhe mattet
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AGREEMENT byAPPLICANT ( ERI 5{R)

1) By amxing my signature or thumb impression on this Form, I (Appllcant) hereby agree & authorise Koshika Foundation and i(s Trusteo8 to

use/iubtistrt-put-uptieproduce my name, address, photo & details ofthe'purpose", for which such assislance is requested/grantod' through 8ny

meOium, lnciuOing tui not limited to verbal, print, etectronic, for soliciting donations for Koshika Foundation and/or disseminating infonnalon about il's

sctivlfles./achieve;ents. Such use of my photo & details can be made by Koshika Foundation befole or alter my treatmont or lulfilment otlhs'purpose'

lor whlch assistance is being [equested.

2) I (Appticant) further agreJhaiany such use of my name, address, photo & detalls ofthe'purpose', for YYhlch such assistanc€ ls requostsd/grantod'

witt noi automitica y eni e me for receiving or continuing the sald assislance. The decision lor grantlng and/or continulng the asslsEnce wlll rest solely

with lhe Trustees of Koshika Foundation, and their declslon ls thls regald will be flnal and acceptable to me.
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