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DECLARATION by APPLICANT: sir+{s Em dqsn qr:

1)l hereby confirm thal sll details in this Form are True lo lhe best of my knowledge. Any false statement will render my Application & ongolng assistancs, lf enyl
liable for relecUorvcancellatjon.

2) I solemnly conrim that assistance, if received from Koshjka Foundalion, willbe used only fo. ths'purpos6', as stated ln th,s Form. tor whloh aucrr asslstance

ms requesled by me.

3) I hBr;by confirm that lhave not & will not in future, availof reimbursement, in part or in full,lrom any other source/employer/insuEnce company, ol ths I
to. which lhis assistanc€ is requesled.
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AGREEMENT byAPPLICANT (itr+<6 6m qm)

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

use/publistrtput.up/ieproduce my name, address, pholo & details ofthe'purpose', for which such assistance is requesled/granted, through any

medium, inciuoini tui not Ilmited lo verbal, print, electronic, lor soliciting donations for Koshika Foundation and/or disseminating lnformation about it's

sctivities/achiev;ents. Such use ol my photo & delails can be made by Koshika Foundation before or after my treatment or fulfilment otlhs'purposo'

lor which assistance is be'ng requested.

2) I (Applicant) further agree that any such use of my name, address, pholo & details oflhe'purpose', for\/hlch such assistance iS requested/granted,

witt noi automiticatty enitte me for receiving or conlinuing the said assistance, The decision Ior granting and/or continuing lhe asslstance wlll rest solety

with the Trustees of Koshlka Foundation, and their declslon is this regard will be flnal and acceptable to me.
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By affixing hereunder, signature of ourAuthorised Signatory lor recommending this case/patlent for financlal asslstance fiom Koshlka Foundation, w€

(Hospital) hereby afikm & accept following:

i)itr;t w6 neiftrtir are presently nor will iniuture avail of llnancial assistance from another NG0 or any other source, for the same patienucase, 83 w0 are 
.

rriqu-i ng to get from Xoshik; Foundation, to the extent that such assistanc€ is granted by Koshika Foundation. lflhe requosted assistance lsnot granted

U-y"ioit if,i io"rnauiion, in part or in futt, then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any other sourca. Thls

c6nfiimation essentia y st;les that the Hospitalwill n6t avail any duplica[e assistance for the same patient/case from any olher NGO orany other sourca.

iiifr" iiriiti"i" fionitaoshika Foundation is only financial in ia.ture. The choice of the keatmenuprocedure advised/conducted by tho Hoslitalon tho

patient. is based on the arrangement between the,patient & the Hospital, and is in no way influenced by Koshika Foundalion. HencB, the Hdspltalwlll.

;;;il;;J;e;;pi"ie reip"ons:uttity ot the treatment & il's outcode & safety of the patient, and Koshlka Foundatlon will have no mle or responsiblllty

in lhe matter.
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