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oECLARATTOI{ by APPL|CAiIT: qr+(d Em dsqr !-r:

1 ) I hereby confrm that all details in this Form are True to lhe best ot my knowledge. Any false statement will rondsr my Appllcation & ongoing assbtancr, if any,

liable for rejectiodcancellation.
2) I solemnly clnfrm that assistance, if received from Koshika Foundaton, wlll be used only for the "purpose', as stat€d in this Form. for whlch such assistance

was requested by me.
3) I her;by confirm lhat I have nol E will not in future, avail of reimbursement, in parl or in full, from any other source/employer/insu.ance cornpany, ofthe amount

fior whrch this assistance rs requested
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,.GREEMENT by APPLICANT ( Em EIR)

1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby ag.ee & authorise Koshika Foundation and it's Trustees to

use/pubtish/putup/rep.oduce my name, address, photo & details ol the 'purpose". for which such assistance ls requested/granted, through any

medium, including bul not limiled to verbal, prinl, electronic, for soliciting donations for Koshika Foundation and/or disseminating information aboul it's

activitiedachievements. Such use of my photo & d€tails can be made by Koshika Foundalion before or afl€. my treatment or fulfilment of lhe 'purpose"

for which assistance is being rgquesled.

2) I (Applicant) further agree lhat any such use of my name, addr€ss. photo & details of the 'purpose", for which such assistance is requ€sted/grantBd,

will not automalicalty entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the sssistance will rest solely

with the Trustees ol Koshika Foundation, and their decision is this rogard will be tinal and acceptable to me.
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AGREEI,E T by HOSPITAL (Fsdld !m 6{R)

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

(Hosprlal) hereby atfirm & accept lollowing.
i ) that w; neith;r are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patiEnvcase, as we ar€

r;questing to get fiom Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

bykoshik; Fo-undation, in part or in full, then the Hospital reserves it's right to make up tho shortfallfrom another NGO or any othor sou.ce. This

c;nfirmation essentialty sdtes that the Hospital will not avail any duplicato assistancs for the sam€ patient/case from 8ny other NGO or 8ny other sourc6.

2) The assastance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedlre advised/clnducGd by the Hospital on the

p;tient, is based on the anangement betwaen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitallvill

assume sote & complete responsibility of the treatment & il s outcome & safety of the patient, and Koshika Foundation will have no role or responsibilily

in the matter.
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