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DECLARAIION by APPLICANTT qdf{, !I{I sicqr yr:

1 ) I hefeby mnfm that all dehils in this Form are True to the best o, my knowledge. Any talse statement will render my Application & ongoing asslstance. if any,

liable for rejection/canellation.
Z) i sotemnfy i,cntrm ttrat assistance, if reGiv€d trom Koshika Foundation, will be used only for the 

-purpgse', as stated in thls Form, fof whlch such assBtenc€

was rcquesled bY me.
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trra f have not & wi not in future, avaat of rcimbursement, in part or in full, from any other source/employer/insurance companv, ol the amount

for which this assislance is requested
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1) By affixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address, pholo & detail

medium, including bul not limiled to verbal, print, electronic. for

activities/achievemenls. Such use of my photo & details can be
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LGREE IENT by APPLICANT ( nRr 6m)

iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s ol the'purpose', for which such assistance ls requested/granted, through any

soliciting donations for Koshika Foundalion and/or disseminating information about it's

made bt Koshika Foundation before or after my trgatment or fulfilment of the "purpose"

for which assistance is being requested.

2J I (Applicanl) furrher agrejtnai any such use of my name, address, photo & details ol tho.purpose", for which such assistance is requested/grant8d,

liitt not automaticatty en[ite me for receiving or continuing the said assistance. The decision for granling and/or conlinuing th€ assistance will resl solely

with the Trustees of Koshika Foundalion, and their decision is this regard will be final and acceptabls to m€.
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AGREEMENT by HOSPITAL (€g R EM {{R)

By affixing hereunder, signature oI our Authorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation, we

l!fi:l'il Hfr?:gT,:.i""",irtli:'fil"it;.,e avair or rina nciat assistance rrom another NGo or any other sourc€, ror rhe sam6 patienucase, as we are

|.Jqueitng ro S"t fro. Xoshik; Foundation, to the extent that such assistance is granted by Koshika Foundation lflhe requested assistancB is not granted

uv'io"iiiil iotnori.n, in part or in fu , then the Hospital reseNes it's right to m;ke up the shortfall from anothsr NGo or any othor source This

i6nfirmation essentiatty st;t€s that the Hospilal will not avail any duplicaio assistance tor the same patisnucasg from any other NGO or any oth$ source.

,\ rhc ,<si\ren.r trom xosnira Foundatioriii ontv fin;;crat in ;atu;. The choice of the lreatmenuprocldure advised/conducted by the Hospital on the

il,r'..i',"ri ill,Ll-"iiitr" 
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itre'patLnia tne xospital. and is in no way influenced by Koshika Foundalion Hence. the Hospilal will

;;;ilI;';#;;;i;i"-,*rrl-"iiuiiiiv "iirr" 
t,""r'i"nia it'" ort"o." & safety ol the pati€nt, and Koshika Foundation will have no role or responsibilitv

in the matter.
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