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oECIARAIIO0a by APPI.ICA I: qri<6 !m dqvn y{:

1) I hereby confim that all details in this Form are True to the besl oI my knowledge. Any false stalement will render my Applicadon & ongoing assistane, if any,

liable for rejectiorvcancellation.

2) I solemnly confirm that assistance. if received from Koshika Foundation will be used only fot the "purpose'. as slated in thir Form. for whict suct assistan'a

was requested by me.

3) I heiby coofirn that I have not & will not in future, avail of reimbursement, in parl or an full, from any other sourca/employer/insurance mmpany, of ths amount

lor which Sfu assistance is requested.
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AGREEMENT by APPLICANT ( E{ 6m)

1) By afiixing my signature or humb impression on lhis Form, I (Applicant) hereby agree E authorise Koshika Foundation and it's Trustees to

use/publisuput-up/reproduce my name, address, photo & details of the 'purpose". for which such assistance is requested/granted, thrcugh any

medium, including but not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating informalion about it's

aclivitierachievemenls. Such use of my photo & details can be made by Koshika Foundation b€fore or aftet my treatment or fulfilment of the 'purpose"

lor which assistance is being requested.

2) I (Applrcant) turther agree that any such use of my name. address, pholo & details oI the 'purpose', for which such assistrance is requested/grantgd,

wilt not automatically entitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the TrustEes of Koshika Fgundation, and their decision is this rogard will b€ fnaland ac.eptabl€ to mE.
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By atlixing hereunder, signature of our Authorised Signatory for recommending lhis case/patient lor tinancial assistance from Koshika Foundation, we

(Hospital) hereby atfirm & accept lollowrng

1) that we neither are presently nor will in future avail of financial assistance lrom another NGO or 8ny other source, for the same patienucase, as lve grc

requesting to get lrom Koshika Foundalion, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshik; Foundation, an pan or in full. then the Hospilal reserves it s right (o make up the shortall from another NGO or any other source. This

confirmation essenlially stales thal the Hospital will not avaal any duplicale assistance for the same pationucase from any other NGO or any othor source.

APPLICATIT'S SIGNATURE OR LEFT THUMB IMPRESSION
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AGREEMENT by HOSPITAL (TgTiTd Im 5{R)

2)The assistance from Koshika Foundation is only financial in nature. The c+loice oftho treatmenuprocedute advised/conducted by the Hospitial on tho
patient, is ba5sd on the anang€ment between the patienl & thg Hospital, and is in no rvay inltuenced by Koshika Foundation. Hence. tho Hospltalwill

assume sole & complete responsibility of the lreatment & it's outcome & safety ot lhe pali€nt, and Koshika Foundalion will hav€ no rols or responsibility

in the matler
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