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DECLAnAnOil by APPUCAII: ireqT d{I dcqr .n:

1) I heleby conlirm lhat all details in tris Form are True to lhe best ot my knowledg€. Any false statsment will render my Application & ongoing assistan@, i any.

liable for rejection/cancellation.
Zf i sofimnfii"nni. tt at assistanc€, i[ received from Koshika Foundatjon, wlll be used only tor lhe "purpose'. as stated in this Form for whicfi such assislance

was requesled bY me

3) I hereby confirm lha I I have not E wi not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance compsny, of the amount

for which this assislance rs requested
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,GREEMENT by APPL|CANT ( Em 6u{)

1) By affixing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name, address, photo & detail

medium, including but not limited lo verbal, print, electronic, for

activities/achievements. Such use of my photo & details can be

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

s of the 'purpose', for which such assistance is requestcd/granted, through any

soliciling donations for Koshika Foundation and/or disseminating intormation about it's

made by Koshika Foundation before or alter my treatment or fulfilment of the "purpose"

for whrch assrslance is being requested.

2) I (Applicant) fudher agrBe that any such use of my name, address. photo & detalls oithe 'purpos€'. lor which such assistance is requested/gftlnt€d,

iitr noi 
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me for receiving or coninuing the said assistance. The decision for granting and/or continuing the assistsnca wlll rsst solely

with the Trustees of Koshika Foundation, and their decision is this regard will bo finaland accsptabla to me-
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By aff ixing hereunder, signalure of our Authorised signatory for recommending this case/patienl for financial assistance from Koshika Foundation, we

(Hospital ihereby affirm & accepl following
't )thal we neither are presently nor will in luture avail of flnancial assistance from another NGO or any olher source, lor the samo patienucase, as we are

requesting lo gel from Koshika Foundation, to the extent that such assislance is granted by Koshika Found alion. lf the requested assistance is nol granted

by Koshika Foundalion. in Pa rt or in full, then the Hospital reserves it's right to m,ke up the shortfall from anolher NGO or any other source. This

conf irmation essentiallY state s that the Hospital will not avail any duplicate assistanceior the same patient/case from any other NGO or any other source

2)The assistance from Koshi ka Foundation rs only financial rn nature The choice of the treatmenuprocedure advised/cond ucled by the Hospital on the

pat ient, is based on the anangem ent between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, thg Hospital will

ass umo sole & complete rcsponsibility of the treatment & it's outclma & salety of the Patient. and Koshika Foundalion will have no role or responsibility

in the matter.
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